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REPORT FROM 


THE MANAGING PUBLISHER 


How pip we happen to select the name GP? 

A lot of people had a hand in selecting the title for 
the official publication of the American Academy of 
General Practice. It makes an interesting story. 

By the time the Publication Committee held its first 
meeting early last year, there was rather general agree- 
ment on “Medicine and Surgery.” But no one was very 
happy about it. It was a nice high-sounding title and, 
with more than a hundred medical publications in 
America, no one had yet used it. Still, as Dr. Stanley 
R. Truman, chairman of the committee, said, “That's 
about all there is to say for it.” 

Shortly after this, in a bulletin to officers of state 
chapters, we asked for comments on the proposed 
name. It elicited no riot of enthusiasm. Dozens of sub- 
stitutes were offered; all had disadvantages. 

By this time the members of the Publication Com- 
mittee had considered every conceivable word and com- 
bination of words. They wanted a name that was dis- 
tinctive, original, short, catchy, easily remembered, and 
truly distinctive. They hadn't been able to find it. 

Then, on a hot humid night last September the 
name of the Academy's journal was pulled out of the 
smoke-laden air of a New York hotel room. “Look,” 
we said to a group of advertising men who had gath- 
ered to talk shop in our room, “you boys are paid to 
have clever thoughts. Why don’t you give us a name 
for our journal?” 

As we remember it, it was Gordon Marshall, now 
publisher of the magazine Hospital Topics, who, amidst 
all the other offerings, suddenly snapped his fingers 
and shouted—“GP!” There was a momentary silence 
and, after quick reflection, everyone there agreed that 
it was a natural. That was it! 

At its next meeting the Publication Committee 
unanimously agreed. The name GP, and none other, 
fitted all specifications. 

A short time later Roy Eastman, who runs an edi- 
torial research service for magazines, mentioned our 
publication to a group of advertising men. “When I 
told them the name you had picked,” he wrote us, 
“they threw their hats in the air and hurrahed!” 

But probably the best testimonial came from our 
good friend Jim Bryan, executive officer of the Medical 
Society of New Jersey, when we proudly extolled the 
virtues of our official name. 

“You find yourself humming it as you leave the 
theatre,” he said. —Mac F. Canar 


eer: 
y * Publisher 
7 


announcing Feojectin 


7 for use when oral iron fails 


“Many of the clinical results are as dramatic as the response of 
ee pernicious anemia in relapse to full doses of parenteral liver.” 
(Slack and Wilkinson, Brit. M.J., April 17, 1948) 

Feojectin is a stable solution of saccharated iron oxide for 
intravenous injection. It is particularly indicated for those cases 


of iron-deficiency anemia in which oral medication (1) is relatively 
ineffective, (2) is not well tolerated, or (3) produces results too slowly. 


) Feojectin is supplied in boxes of six 5 cc. ampuls. (Each ampul 
contains the equivalent of 100 mg. of elemental iron.) 


Smith, Kline & French Laboratories, Philadelphia 
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Feojectin 


a completely new form of iron therapy 
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Ir 1s with extraordinary pleasure and genuine 
pride that the Publication Committee announces 
the appointment of Dr. Walter C. Alvarez to 
sueceed the late Dr. F. Kenneth Albrecht as 
medical editor of GP. 

One of the nation’s best-known physicians, 
Doctor Alvarez has been a prolific writer on 
medical subjects for many 
years. He was born in 
San Francisco in 1884, 
the son of a general prac- 
titioner. After graduation 
from Stanford Univer- 
sity Medical School he 
taught there for two years 
before going to Mexico to 
practice. He returned to 
this country and lived in 
San Francisco for fifteen 
years, practicing and 
teaching both at Stanford 
and at the University of 
California School of Medi- 
cine. 

In 1926 Doctor Alvarez 
joined the Mayo Clinic 
as a consultant in internal 
medicine. He is a senior ~ 
consultant in the Division of Medicine at the 
Clinic and has been Professor of Medicine in 
the Mayo Foundation, University of Minnesota, 
since 1934. He reaches the age of retirement this 
year and plans to move his residence to Chicago 
where he will devote a considerable portion of 
his time to the duties of medical editor of GP. 

Eminently qualified for his new position, 
Doctor Alvarez is the author of three books and 
nearly seven hundred articles in the medical 
literature. He has served with distinction as edi- 
tor of both The American Journal of Digestive 
Diseases and Gastroenterology. Almost as well 
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Watter C. Arvarez, M.D. 
Editor of GP 


known for his dry wit as for his medicine, Doc- 
tor Alvarez is in constant demand as a speaker 
before lay as well as medical audiences through- 
out the country. As many will remember, he ap- 
peared as a speaker on the program of the Acad- 
emy’s First Annual Scientific Assembly ‘eld in 
Cincinnati, Ohio, in 1949. 

The new editor will be- 
gin his duties at once and 
his name will appear on 
the masthead of the June 
issue. During the next 
few weeks he will develop 
a long-range editorial pro- 
gram for GP. He is ex- 
tremely enthusiastic over 
the new journal; signif- 
cantly, he had an article 
in its first issue. When 
queried by the press over 
his appointment, he 
stated, “I hand it to the 
family doctors because, 
by and large, they are a 
consecrated lot of men. 
1 have a strong desire to 
spend what years are left 
to me to get knowledge 
quickly from the laboratories and teachers into 
the hands of the general practitioner. I hope 
the new journal will be full of exactly the in- 
formation the family doctor wants.” 

After considering a number of highly quali- 
fied candidates for the position so capably 
filled by Doctor Albrecht, the Publication Com- 
mittee felt extremely gratified to have obtained 
the services of this outstanding teacher and 
writer. His wide acquaintance among teachers 
and clinicians will be of great help in obtaining 
valuable scientific articles for the Academy's 
journal. 
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N () instant lead selection 
at your fingertips... 


WITH CARDIOSCRIBE’S PUSH BUTTON CONTROL 


GENERAL ececrars 


The General Electric direct-writing Cardio- 


High -Fidelity scribe, with its push-button control is destined 


to extend to new horizons the applications of 


H eart electrocardiography. Of particular interest is 


its possible application in those situations 


where, in the past, it has been felt that 


Recordings electrocardiography was a too-involved and 
technical procedure for any but specialized 
applications. 
Look what you get with the 
GE Cardioscribe ! 
¢ 7 push-button controls, make possible 
taking 17 separate leads, without regard to 
numerical sequence! 


e Push-button switches! 
e Ability to utilize a/] present day technics ! 


Ask your GE representative for a demonstra- 
_ tion, or write direct to General Electric X-Ray 
Corporation, Dept. F-4, Milwaukee 14, Wis. 


GENERAL @@ ELECTRIC 
X-RAY CORPORATION 


No darkroom delay — Results 
are available immediately for 
interpretation as each lead is 
completed. No darkroom space, 
equipment or supplies required. 


Independent time marker — A 
second, completely independent 
stylus is provided for indicat- 
ing time and lead marks on the 
record paper. 


Portability — Compact, and en- 
tirely self-contained in blond 
mahogany cabinet. Space for 
supplies and accessories in the 
cover. Weight; only 38 pounds, 
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Editorials 


Do Something——! 


A TENDENCY IS GROWING in present-day America 
of taking a positive or aggressive stand on any 
subject regardless of whether such a stand is ad- 
visable or indicated. No doubt this po somE- 
THING philosophy had its genesis in politics. 
But it is spreading to many other fields of en- 
deavor and now seems to be invading the medi- 
cal profession. 

The time-tested practice of “let nature take its 
course,” or the prescription of “tincture of time,” 
seems no longer respectable. A good illustration 
of the workings of this po somMETHING phi- 
losophy is to be seen in the treatment of the 
common cold or, perhaps, of an uncomplicated 
case of influenza. To put such patients to bed 
and treat them symptomatically was at one time 
deemed the proper procedure. Now, however, 
such individuals too frequently are subjected to 
large quantities of oral and injected antibiotics. 
It seems to matter little that medical literature 
and experience bear out the ineffectiveness or 
uselessness of these preparations against respira- 
tory infections. They continue to be adminis- 
tered. 

Why? Why do some physicians continue to 
prescribe antibiotics in the treatment of condi- 
tions for which they are ineffective? Why is 
Vitamin E prescribed in cardiovascular condi- 
tions without a single shred of authentic proof 
of its benefit? Why are vitamins administered 
parenterally for long periods when oral prepara- 
tions would be just as effective and far less ex- 
pensive? These are questions for the profession 
to answer. 

No doubt instances occur where a simple res- 
piratory infection is complicated by a middle ear 
infection, severe pharyngitis, bronchitis or pneu- 
monia. Under such circumstances the antibiotics 


may be logically prescribed. If, on the other 


GP @ May, 1950 


hand, these expensive and, in some instances, 
valuable preparations are prescribed and admin- 
istered as placebos or are used as a means 
of impressing the patient with the fine care he 
is receiving, such practices are inexcusable. The 
high cost of medical care is one of the argu- 
ments advanced, favoring government interven- 
tion in medicine. One should realize that at 
present the physician receives less than 20 per 
cent of the total amount paid out for medical 
care with much of the remaining 80 per cent 
going for the purchase of expensive drugs. 

It is not necessary to prescribe medications or 
to inject the patients in order that they be con- 
vinced they are getting good medical care. A 
down-to-earth, man-to-man discussion on the use- 
fulness or uselessness of various preparations un- 
der different’ circumstances would more nearly 
establish a firm physician-patient relationship 
than the indiscriminate injections of products 
which are neither indicated, effective, or inex- 
pensive. 

Let us, as physicians, be sure of our ground 
before prescribing drugs—then follow our course 
unswervingly. But let us keep the prime pur- 
pose always in mind that such drugs are to com- 
bat the disease and not to impress patients. They 
should not be given because we feel we must do 
something. 


ACTH 


Ir 1s REPORTED that Dr. C. H. Li, who first 
isolated ACTH, has now split the large mole- 
cule into two parts so as to get rid of most of 
the protein. Now he has a fraction that is so 
powerful that 3 mg. per day will give the same 
results that 100 mg. of the old substance gave. 

Li has reduced the molecular weight of the 
substance from 20,000 to about 1,000. Now it 
may be that the active part can be synthesized, 
which would be wonderful. 
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What Are YOU Doing? 


Wuart are YOU doing and saying for yourself 
and Medicine? Time after time, year after year, 
doctors have donned a Don Quixote attitude 
and cloaked themselves with a negativistic toga 
of respectability and aloofness, expecting in their 
naive optimism that John Q. Public will com- 
pletely disbelieve the clamor of the social se- 
curity peddlers. Now it has become very much 
apparent that the public will not stand with 
bated breath and mundane disregard for the 
promises of the “something for nothing” boys, 
but to the contrary is actually toying with the 
idea of socialized medicine. Doctors have 
shrouded themselves with the shimmering but 
evanescent aura of respectable altruism. They 
have been extremely penurious with straight- 
from-the-shoulder, positive speech and writing. 

When the dawn came and they found them- 
selves castigated and even vilified by elements 
of government and the people, they swiftly hung 
themselves into their shells of negativistic soli- 
tude. Even today, when the hue and cry of the 


socialists is resounding and the buzzards of . 


socialized medicine are circling overhead, they 
prefer their shells to the more positive, stand-up- 
and-fight approach to the question. 

It is only by God’s grace that we are not 
already slaves of an overly paternalistic govern- 
ment. It is time and past time for doctors to 
stand up and be counted. Please note that the 
word is “Doctors,” not “Specialists,” not “Gen- 
eral Practitioners.” There is no fight between 
one or the other but there is a battle for both 
to engage in side by side. A battle for freedom 
of medicine, for the right to carry on the high 
traditions of medical art and science—that is 
what we should be engaging in. 

Doctors using the negative approach have 
merely replied to critics by saying, “No, we 
don’t do it that way’—“No, I wouldn’t like that” 
—“No, free medicine isn’t needed.” Why don’t 
we all answer with the positive? Is it beneath 
our dignity to inform all who will listen about 
the good things we have done? Would it devas- 
tate our pride and respectability to set down 
facts, facts that show the millions of dollars of 
charitable medical work done yearly, facts that 
reveal the tremendous strides medicine has made 
in its unfettered youth? Would it sorely beset 
us to so easily change the socialists’ apprehen- 


sible “heel” to the approbative “heal”? The task 
cannot be delegated to one man or group but 
must be furthered by each and every doctor in 
this country. YOU will have to get busy and in- 
form the public about the facts. 

No game, no battle was ever won by nega- 
tive rearguard action. Doctors should be in the 
front giving the public the truth. We as gen- 
eral practitioners comprise the large majority of 
the doctors of the country and, as such, should 
be leaders and not the led. When the final 
cards are on the table, medicine will either rise 
to new heights or fall to the “something for 
nothing” depths by our efforts. 


Whose Responsibility? 


AT ONE OF THE HOSPITALS of an average city, 
miniature x-ray films of the chest are taken on 
all newly admitted patients. This is a most laud- 
able, progressive, and clinically useful procedure, 
indeed. The x-ray films are promptly interpreted 
by an experienced roentgenologist. The findings 
are conveyed to the attending physician. When 
abnormal changes are noted in the chest, the 
attending physician is immediately notified of 
the need for taking standard-sized chest films so 
as to definitely ascertain the nature of the ap- 
parent pathologic changes. 

It is astounding to perceive the large number 
of so-called silent (asymptomatic) diseases of the 
chest which are detectable on x-ray examination. 
These include many unsuspected diseases of the 
lung. Needless to say that, with the exception of 
harmless anomalies, disease calls for adequate 
correction and appropriate measures, palliative 
or otherwise. If this is so, whatever treatment is 
called for, the sooner it is instituted the better. 

This brings us to the theme of this editorial. 
Recently, it has come to our attention that two 
patients had routine chest x-ray examination fol- 
lowing their admission to the hospital. One of 
them was a normal confinement case; the other 
was treated for peptic ulcer. In both instances, 
the miniature x-ray film of the chest showed al- 
terations suggestive of lung disease. Promptly, 
written reports were sent to both attending 
physicians. The reports requested their consent 
for taking standard-sized chest films so as to 
clarify the diagnosis. At this time neither of the 
two patients had symptoms referable to the lung. 
Perhaps this was the reason that no large chest 
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x-ray films were taken on tnese patients, either 
at the hospital or elsewhere, for one year. Of 
course, one can think of other possible explana- 
tions for the omission of taking these films until 
a year later when both patients were diagnosed 
as having active, open, advanced tuberculosis. 

How many individuals exposed to these long- 
unrecognized cases of open tuberculosis con- 
tracted the disease from them will never be 
known. How much chance for recovery from 
their disease these patients have lost, is a matter 
of conjecture. In any event, such a tragic epi- 
sode poses the question: Is it*the responsibility 
of the attending physician or the roentgenolo- 
gist to carry out the implications of abnormal 
x-ray findings? 

In instances of this sort as on a great many 
other occasions, clinical diagnosis should be a 
cooperative undertaking, and it should be accom- 


plished with loyalty and dispatch. 


New Pregnancy Test 


Dr. Epmonp J. Farris of Wistar Institute, Phil- 
adelphia, has reported a new test which will de- 
tect pregnancy as early as the thirty-first day of 
the menstrual cycle. The earliest before possible 
was on the forty-third day. Immature female 
white rats are used and a few drops of the 
woman’s urine is injected under the skin. If the 
woman is pregnant, within 24 hours the ovaries 
of the rat become red. A strong color indicates 
a normal pregnancy, while a weak color sug- 
gests that the woman may lose her baby by 
spontaneous abortion. 
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Kidney Function 


ONE OF THE MOST UNEXPECTED and astounding 
findings in experimental medicine in recent 
years has been the discovery of the remarkable 
recuperative power of the kidney. It was for- 
merly assumed that the necrotic kidney observed 
in patients dying after a period of anuria were 
irreversibly destroyed. Patients manifesting 
anuria as a result of shock, incompatible trans- 
fusions, poisoning, and the like were thought to 
be doomed and in fact the measures formerly 
used in the management of such patients con- 
tributed to their ultimate demise. However, it is 
now demonstrated that with complete tubular 
disintegration as observed in so-called “lower 
nephron nephrosis,” one can, by conservative 
management, tide the patient over sufficiently 
long to permit complete regeneration of the 
damaged kidney. Nor does one require the use 
of dramatic gadgets as the “artificial kidney” 
for this purpose. 

An equally unanticipated finding has been 
the demonstration that kidneys which by all the 
usual tests are devoid of function as a result of 
some surgically remediable lesion may in time, 
if this be corrected, resume their. normal func- 
tion. The former practice of removing such kid- 
neys as “useless” is to be deprecated. The adop- 
tion of conservative urologic measures to correct 
the defect and preserve the kidney may result in 
ultimate retention of useful renal tissue. 

The vis medicatrix naturae is still a potent 
force not to be overlooked in our mechanized 


thinking. 
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BY ROBERT TURELL, M.D. AND ALBERT S. LYONS, M.D. 


The reluctar-ce of some clinicians to perform routine rectal examinations accounts 


for much of the neglect of rectal cancers. Infants and children are subject to 


virtually all proctologic conditions of adults and should be accorded similar diagnostic 
procedures and treatment, which are reviewed with discussions of new techniques. 


Examination 


THE RELUCTANCE of some clinicians to perform 
routine digital rectal examinations, especially in 
the presence of suggestive intestinal symptoma- 
tology, accounts for much of the neglect of rec- 
tal cancers. 

Furthermore, the advantageous use of the sig- 
moidoscope asa routine procedure has been demon- 
strated, in a recent clinical study, by the finding 
that 2 per cent of patients without any gastroin- 
testinal symptoms had unsuspected adenomas of 
the rectum (exclusive of mucosal excrescences). 
These discoveries suggested “the advisability of 
sigmoidoscopy as a part of a general physical ex- 
amination.” These results were duplicated by 
others. The general practitioner, however, must 
participate in the performance of sigmoidoscopy 
if this examination is to be extended to a large 
' proportion of the population. 

The indications and technique of sigmoid- 


oscopy as well as biopsy procurement have been 
discussed and described before. A sigmoidoscope 
with improved proximal and distal illumination 
which can be employed simultaneously or sep- 
arately as well as new cold and electric biopsy 
forceps have been designed. 

All suspicious and grossly apparent lesions 
should be biopsied and studied microscopically 
before subjecting patients to major operations, 
especially when the construction of an artificial 
anus may be necessary. 

The cytologic examination (Papanicolaou 
smear technique involving the changes in the 
nuclear size, shape, and staining characteristics) 
of excretions in cancer of the terminal colon has 
received attention. However, because the nu- 
clear changes seen in malignancies also may oc- 
cur in many nutritional, degenerative, or in- 
flammatory reparative processes, endoscopy, bi- 
opsy, and radiography still remain the most re- 
liable diagnostic procedures. Cytologic studies 


CONTINUED ON THE FOLLOWING PAGE 
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of rectal smears have not yet reached a perfec- 
tion to enable them even to substantiate the 
older and established diagnostic methods. Re- 
liance of cytologic changes of a few cells in 
smears or sections will result in a high rate -of 
false positive diagnoses of malignancy. 


Chemotherapy 


Sulfonamides. Sodium phthalylsulfacetimide 
(thalamyd) has been added to the: list of the 
slightly absorbable sulfonamide drugs. This new 
drug in addition to its action as an intraluminal 
intestinal antiseptic also has the property of dif- 
fusing in significant amounts into the deeper 
strata of the intestinal wall. The oral admin- 
istration of the other slowly absorbable sulfona- 
mide drugs (phthalylsulfathiazole, succinylsu'fa- 
thiazole), alone or in combination with strepto- 
mycin, is almost universally employed in the 
preparation of the colon for major surgery. It is 
unnecessary to use these in anorectal surgery. 

The use of these drugs, as well as strepto- 
mycin, produces a reduction in number of the 
Gram-negative bacteria of the bowel, interfering 
with vitamin K synthesis and occasionally caus- 
ing an increase in intestinal bleeding. This 
bleeding responds to the oral administration of 
vitamin K. 

Antibiotics. Streptomycin is effective against 
the common intestinal pathogens including the 
Streptococcus fecalis and the anaerobic organ- 
isms of the Welch type. When administered 
orally it acts as an efficient intestinal antiseptic. 
Streptomycin is usually administered intensively 
for 48 to 72 hours because resistance to this anti- 
biotic develops quickly. Streptomycin in combi- 
nation with the slowly-absorbable sulfonamide 
drugs is employed in the preparation of the 
colon for majory surgery by some surgeons, 
whereas the usefulness of streptomycin is denied 
by others. 

Dihydrostreptomycin is useful in the treat- 
ment of tuberculous enterocolitis and in tuber- 
culous anorectal lesions. 

Chloromycetin (chloramphenicol) is an ef- 
fective antibiotic agent for the treatment of 
typhoid fever and salmonellosis and granuloma 
venereum. It is believed to inhibit the growth of 
intestinal organisms within 24 to 48 hours ren- 
dering it suitable for preparation of the colon 
for surgical procedures. 


Aureomycin is an effective antibiotic drug for 
the treatment of peritonitis of intestinal origin, 
venereal lymphogranuloma, granuloma ingui- 
nale, and amebiasis. 


Antispasmodic Drugs 
The synthetic antispasmodic drugs when ad- 


ministered orally in recommended doses are un- 
reliable. They alter neither intestinal tonus nor 
motility. Only atropine consistently depresses 
or abolishes the motility of the bowel without 
affecting tonus. There is a distinct need for ef- 
fective drugs which will lessen both motility and 
tonus. 


Mineral Oil 


The improper or prolonged administration of 
mineral oil can exert harmful effects. Because 
it causes rapid transportation of food, proper 
digestion and absorption may be prevented. The 
absorption and utilization of carotene, vitamins 
A, D, and K, calcium, and phosphorus may also 
be seriously retarded. A recent study has shown 
that when mineral oil is taken continuously, 
minute quantities may spill from the oropharynx 
into the lungs, producing chronic pneumonitis. 
This chronic inflammatory process was mistaken 
for cancer, and radical pulmonary surgery was 


performed. 


Hemostatic Agents 


The recently developed hemostatic agents, 
especially the gelatin sponge used with or with- 
out thrombin, has replaced the packings (gauze 
or Penrose drains) of wounds following perineal 
resection of the rectum, anorectal, and _pilonidal 
surgery. The most recent addition is the eco- 
nomically produced starch sponge. 


Long-lasting “Anesthetics” 


The usefulness of the long-acting oil or water- 
soluble anesthetic solution has been challenged. 
Smith pertinently has stated that these agents 
are not anesthetic because “postoperative ano- 
rectal anesthesia was not produced at any time.” 
Furthermore, Truman showed that these agents 
tend to delay the process of healing and to in- 
crease scarring. In some cases an aseptic inflam- 
matory reaction is produced which may even- 
tuate in suppuration and necrosis. Oil retention 
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cysts may occur, especially when peanut oil is 
used as a vehicle. 

These drugs do not control severe postoper- 
ative pain which is usually the result of an im- 
properly executed surgical procedure. Pain fol- 
lowing well-performed rectal surgery almost al- 
ways can be controlled by analgesics. 


Malformations 


Infants and children are subject to virtually 
all proctologic conditions of adults and should 
be accorded similar diagnostic procedures and 
teeatment. Unlike adults, however, juveniles 
seldom have internal hemorrhoids but more 
often suffer from congenital malformations of the 
anus, rectum, and colon. 

Colonic—Hirschprung’s Megacolon. A recent 
study showed that dysfunction of the rectosig- 
moid, revealed on radiography as a spastic por- 
tion of the colon distal to the dilated segment, is 
the important factor in Hirschprung’s disease. 
This obstructive narrowing which is responsible 
for the proximal colonic dilatation, shows an ab- 
sence of peristalsis, and, histologically, reveals an 
absence of Auerbach’s plexuses (parasympathetic 
ganglia cells). These studies have been con- 
firmed. Furthermore, an ingenious technique of 
one-stage resection of the rectosigmoid (excision 
of the narrow aganglionotic segment of bowel 
immediately distal to dilatation) with preserva- 
tion of sphincter function has been proposed. 

It is of course important to distinguish true 
Hirschprung’s disease from idiopathic mega- 
colon. The latter lacks the roentgenologically 
demonstrable narrow distal segment of the 
bowel and is therefore not amenable to the same 
surgical procedures. For these cases, ileoproc- 
tostomy followed by subtotal colectomy has been 
employed with some success, preceded by a long 
continued course of conservative medical therapy. 

Anorectal—Atresias. These usually constitute 
defects in the embryologic architecture occurring 
in the seventh and eighth weeks of embryonic 
life. 

Stricture. This lesion is still infrequently rec- 
ognized chiefly because it is not sought until 
symptoms develop. It has been estimated that 
10 per cent of infants have symptomatic fibrous 
bands. In many patients symptoms do not occur 
immediately after birth because the lumen of 
the stricture, although small, may be adequate 
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at first. Early recognition can only be accom- 
plished by making a rectal digital examination 
of every newborn immediately after delivery. 
The elastic strictures usually respond to gentle 
digital dilatations. The semidense, fibrous stric- 
tures that fail to respond to dilatations are treated 
by electrosurgical resection with the aid of the 
high frequency double loop resector. 
Imperforate Anus. Successful treatment of this 
anomaly depends on the thinness of the tissue 
intervening between the anal dimple and the 
blind rectal pouch which can be deterniined by 
roentgenography. To the classic and usually suc- 
cessful anorectoplasty there has recently been 
added the one-stage abdominoperineal replace 
ment of the rectum. The latter operation is espe: 
cially useful when the terminal colon cannot be 
reached safely through the perineum or in the 
presence of complicated fistulas. This technique 
advantageously and effectively disposes simul- 
taneously of the anorectal defect and the fistulas. 


Neoplasms 


Benign—Polyps. The term “polyp” actually 
refers to any benign protrusion into the bowel 
lumen; lipoma, lymphoma, adenoma, fibroma. 
The most common and important polyp is the 
pedunculated or sessile adenoma which is a 
glandular structure showing proliferation of the 
colonic epithelium without invasion of the wall 
of the bowel. This is regarded as a benign le- 
sion. However, when invasion is present this 
tumor is regarded as a frank cancer. 

Adenomas have assumed a tremendous clini- 
cal importance because of their established ten- 
dency to undergo malignant degeneration. There 
is a preponderance of evidence to show that 
many carcinomas develop in adenomas. 

A particularly treacherous polyp is the villous 
ot papillary adenoma. It occurs predominantly in 
the rectum and sigmoid, usually in the older 
age groups, is relatively rare in comparison with 
other adenomas or adenocarcinomas, recurs fre- 
quently after removal, and appears to have a 
great propensity to undergo malignant transfor- 
mation. 

Since the pathologic nature of a polyp can be 
most surely established on microscopy, every 
polyp should be removed. Benign adenomas and 
those with localized noninvasive carcinomatous 
foci of the tip, if they are located within reach 
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of the sigmoidoscope, may be removed safely by 
means of surgical diathermy utilizing the high 
frequency snare or the double loop resector 
especially for the benign sessile tumors. 

It is to be emphasized, however, that invasive 
adenomas are regarded as frank carcinomas and 
are accorded radical surgery. 

Polyps situated above the reach of the sig- 
moidoscope are removed through a transabdom- 
inal colotomy. 

Familial polyposis of the colon is a heredo- 
familial disease which almost invariably under- 
goes malignant degeneration in the early decades 
of life. The usual treatment is to perform ileo- 
proctostomy and subtotal colectomy, after the 
endoscopic removal of all the rectal polyps. Hav- 
ing observed the recurrence of polyps and the 
occurrence of malignancies in the rectum even 
after subtotal colectomy and _ileoproctostomy, 
Cattell has advised total colectomy and proctec- 
tomy and permanent ileostomy. Ravitch has re- 
ported on the construction of an anal ileostomy 
with preservation of sphincter control. Sufficient 
experience with this operation has not yet ac- 
cumulated to pass on its ultimate usefulness. 

Malignant—Anal. The present tendency is to 
accord the early cases of epidermoid cancers the 
most radical forms of surgery (abdominoperineal 
resection with excision of the lymph nodes in 
both inguinal regions) because of cure rates far 


’ superior to the results with irradiation. Anal 


melanomas in adults are especially serious, metas- 
tasis to the retrorectal glands is frequently over- 
looked. 

Rectal. As a general policy, cancer of the rec- 
tum situated less than 10 cm. from the mucocu- 
taneous junction or pectinate line as measured 
with aid of the sigmoidoscope should be treated 
by abdominoperineal resection of the rectum. 
These tumors situated above 15 cm. from the 
mucocutaneous line may be accorded the so- 
called anterior resection with preservation of 
sphincter control. At the time of this writing, 
the treatment of the tumors lying between the 
10 to 15 cm. level constitute the controversial 
problem. Recent opinions, however, have been 
inclining toward the use of the radical abdom- 
inoperineal procedure for this group of patients. 
The sphincter-saving operations should offer the 
patient the same chance for cure as does the 
Miles’ procedure or it should not be employed. 
However, in the presence of hepatic metastases 


where only palliation is desired, the sphincter- 
saving operation seems to be justified for tumors 
situated at any level. 

Another sphincter-saving operation, the so- 
called pull-through procedure, has been losing 
adherents mainly because sphincter control is 
frequently lost and a perineal colostomy often 
results. 

To bring about the greatest number of cures, 
Rosi has recently combined the abdominoperin- 
eal resection with a left hemicolectomy in order 
to eradicate all the removable local spread and 
lymph node metastasis. In suitable cases with 
tumors at the rectosigmoid it has been possible 
to anastomose the freed transverse colon to the 
rectum thus preserving sphincteric function. 

The presence or absence of glandular metasta- 
sis greatly influences the prognosis following 
any surgical procedure. 

A very extensive and complete excision of the 
pelvic viscera with implantation of both ureters 
into the colon above the colostomy has also been 
advocated for very advanced cancer involving 
adjacent structures. 

Colonic. The pendulum of surgery for non- 
obstructing colonic neoplasms has swung to the 
primary resection with end to end anastomosis 
with or without the construction of a comple- 
mentary vent (cecostomy or colostomy). How- 
ever, staged operations (exteriorization resec- 
tions) still retain a definite usefulness in certain 
groups of patients. 

In the presence of obstruction, construction of 
a preliminary decompression by means of a 
proximal vent is of paramount importance. 


Condylomata Acuminata 


Resin of podophyllin is an effective drug 
against condylomata acuminata. This chemical is 
best used as a topical application in the form of 
a 20 per cent concentration in 95 per cent of 
alcohol. The topical application of inorganic 
arsenicals such as Fowler's solution (liquor 
potassii arsenatis, U.S.P.) is an acceptable al- 
ternative to podophyllin. 


Colitis 


Chronic Ulcerative Colitis has remained a 
serious problem. Drug therapy has not been con- 
sistently effective. The role of lysozyme (a mu- 
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colytic enzyme) and of emotional or psycho- 
somatic factors has recently been extensively 
studied. The antilysozyme activity of such drugs 
as paranitrosulfathiazole and sodium hexadecyl 
sulfate is also in the process of investigation. 

Psychotherapy plays its chief role as an ad- 
junct to the medical and surgical therapy. This 
does not always mean that a formal psycho- 
analysis for these patients is either necessary or 
desirable. The medical practitioner himself 
takes an important part in the psychotherapy, 
acting as a bulwark on whom the patient with 
ulcerative colitis, usually a quite dependent per- 
son, can rely for cheer, optimism, and strength. 
However, medical and psychic management is 
not to be too protracted in the face of advanc- 
ing disease, for emergency ileostomy in a debili- 
tated patient carries a high mortality—often over 
60 per cent—whereas elective ileostomy is asso- 
ciated with a mortality of less than 10 per cent. 
The chief indications for ileostomy are for the 
control of complications of the disease: (1) 
hemorrhage; (2) impending perforation; (3) 
acute fulminating toxemia; (4) _ irreversible 
changes in the colon—polyposis, stricture, fistu- 
las, fibrosis; (5) rectovaginal fistula. Ileostomy is 
followed by subtotal colectomy, the rectum be- 
ing preserved for future removal or reanastomo- 
sis depending on its subsequent status. The ul- 
timate results of ileostomy and colectomy have 
been more and more gratifying both as a life- 
saving measure and as an effective means of re- 
turning the miserable, refractive patient to an 
active, happy existence. 

There are several types of ileostomy bag. The 
most serviceable at present is the Rutzen bag. 
Recently, the introduction of the disposable bag 
has promised even further improvement. 

When the ulcerative colitis is segmental in 
distribution, leaving the rectum free of disease, 
an ileoproctostomy followed by colectomy may 
be employed. 

Vagotomy, as the sole operation, has been in- 
troduced recently for the treatment of ulcerative 
colitis. In several clinics, however, the early 
promising results have not been confirmed. The 
final effectiveness of this procedure, therefore, is 
not yet determined. 

The occurrence of carcinoma in chronic ul- 
cerative colitis is generally believed to arise from 
a coincidental adenoma and not necessarily by 
the inflammatory process. Some authorities, how- 
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ever, believe that the pseudopolyps of this dis- 
ease may transform into a true adenoma and 
finally to a frank carcinoma. 

Amebic Colitis. It has been estimated that this 
lesion is present in more than 10 per cent of the 
population of the United States, the incidence 
varying from less than | per cent to over 40 per 
cent for various communities. Cysts from asymp- 
tomatic individuals are pathogenic. “Cyst car- 
riers” are believed to have vegetative amebas liv- 
ing on the tissues of the intestinal wall. There 
is now available a reliable complement fixation 
test. 

Treatment calls for the elimination of the 
trophozoites, the Endomeba histolytica, and the 
secondary infection. Secondary infection is con- 
trolled easily by a sulfonamide drug or an anti- 
biotic administered concurrently with one of the 
many amebacides. These include emetine, the 
iodoquinolines Cdiodoquin and chiniofon), the 
arsenicals (carbarsone, thioarsenites), the recent- 
ly introduced chloroquine diphosphate (4- 
amino-quinoline), and aureomycin. At the pres- 
ent no single drug is depended upon for the 
elimination of amebic infection; combinations of 
amebacides are utilized. The routes of adminis- 
tration include the oral, intrarectal, and paren- 
teral. 


Hemorrhoids 


Small to medium-sized internal hemorrhoids 
with or without spontaneously reducible pro- 
lapse can be treated successfully by the sub- 
mucous injection of sclerosing solutions. Many 
new sclerosing agents have been suggested, of 
which one of the oldest and most reliable is a 
5 per cent solution of quinine and urea hydro- 
chloride. The purpose of this form of therapy is 
to stop bleeding and to correct the associated 
prolapse. Recurrences depend on the fate of the 
fibrosis produced and on the elimination of the 
etiologic factors which were present before the 
institution of injectional treatment. The tech- 
niques of injection vary with the experience of 
the operator. 

Large internal and mixed (internal and ex- 
ternal) hemorrhoids are best treated by hemor- 
rhoidectomy, which offers best chance for cure. 

Strangulated internal hemorrhoids may be 
treated by immediate surgery, although some 
proctologists prefer palliative measures and de- 


ferred surgery. 
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Prolapse 
There is little agreement as to the “best” sug- 


gical treatment of this lesion; new procedures 
and modifications of the old and established 
techniques appear frequently in the literature. 


Anal Fissure (Ulcer) 


The acute fissure usually heals spontaneously 
or by the topical application of a bland oint- 
ment, e.g., cod liver oil ointment (Desitin), 
combined with hot hip baths. In an occasional 
case, the slowly absorbing oil-soluble “anesthetic” 
solutions may be employed. 

The chronic ulcer is associated with adjacent 
and subjacent induration and inflammation; it 
may also be accompanied by dysfunction and 
fibrosis of the subcutaneous portion of the ex- 
ternal anal sphincter muscle. Excision of the 
ulcer-bearing area including the involved crypts 
followed by a posterior sphincterotomy is the 
preferred treatment. For the most part the em- 
ployment of the slowly-absorbing oil-soluble “an- 
esthetics” is dangerous and usually is ineffective. 


Anal Abscess and Fistula 


Anal inflammation and infection may origi- 
nate in the preformed anal ducts and glands, as 
weil as in the anal crypts. The anal ducts empty 
into the crypts but lead to racemose anal glands 
situated in the perianal tissues and may pierce 
the sphincteric muscles. An anal fistula is 
usually the result of an anal abscess and there- 
fore is regarded as a chronic anal abscess. 

Abscesses should be incised and drained early 
and widely. The cure of fistula is best accomp- 
lished by complete excision of the entire tract 
and the surrounding infected granulation tissue. 
The wound is covered with moist gelatin sponge. 
Detailed postoperative care is as important as the 
operation. Anal incontinence may follow an in- 
correctly performed fistulectomy. At this writing 
primary closure is still considered an ill-advised 
procedure. 

Tuberculous anal suppurations and fistulas 
should be accorded the same surgical treatment 
as that given the pyogenic, nontuberculous le- 
sions. There is apparently no relationship be- 
tween the rate of healing of the wound and the 
status of the sputum. Adequate surgery and the 


patient's reparative power are important factors 
in the healing of the wound. Streptomycin used 
in conjunction with surgery offers real promise. 

The anal complications of ulcerative colitis 
require special management. The fissures are 
usually a part of the proctitis and should not 
be operated upon at all. The fistulas are also 
best left alone unless they are very superficial 
and short, and are causing difficulty (e.g., 
pocketing to form abscesses). The perianal ab- 
scesses, however, must be incised. The drainage 
must include a thorough unroofing providing 
wide drainage. Interference with the sphincter 
muscles, however, must be scrupulously avoided. 
Incontinence of the sphincter mechanism in 
these patients is a catastrophe. 


Anal Stenosis 


Whereas stricture may be defined as narrow- 
ing of the lumen, stenosis is described as a con- 
striction of the outlet. This constriction is not 
an infrequent occurrence following surgery for 
benign anorectal lesions, notably hemorrhoids. 
Once stenosis is established a careful anoplasty 


must be performed. 


Stricture 


Benign rectal strictures may be of congenital, 
traumatic, or inflammatory origin. At the present 
writing, venereal lymphogranuloma is respon- 
sible for the bulk of the inflammatory rectal 
strictures of which there are two main types, the 
tubular and the diaphragmatic or ring-like. Stric- 
tures as well as other intestinal complications 
Ce.g., proctitis, abscesses, fistulas) are the result 
of the spread of the virus from the genital tract 
to the pararectal glands, producing perirectal in- 
flammation and fibrosis. Direct implantation of 
the virus into the rectum via anal intercourse or 
the use of contaminated enema tips or ther- 
mometers may occur. 

Venereal lymphogranuloma in the preabscess 
and prestricture stage responds well to aureo- 
mycin. The abscesses, like those of other origins, 
demand prompt and adequate drainage by in- 
cision and unroofing. Aureomycin will relieve 
the pain in rectal strictures and lessen or elimi- 
nate the purulent discharge and bleeding, but 
will not influence the dense hard fibrous stric- 
ture. No known drug has any effect on the scar 
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tissue. Strictures, especially the tubular variety, 
respond best to radical surgery. 

We are now experimenting with endoscopic 
endothermic resection of rectal strictures of all 
causes especially of the ring or diaphragmatic 
type using the double loop high frequency re- 


sector. The preliminary results are encouraging. 


Pruritus 


Although definite therapeutic strides have 
been made in recent years, not all cases of anal 
pruritus are curable at the present time. 

The antihistaminic drugs (e.g., Chlor-trime- 
ton), applied topically in a concentration of 
from 2 to 5 per cent have resulted in the allevi- 
ation of pruritus in a considerable number of 
cases heretofore considered intractable. Similarly, 
but to a lesser degree, the newer derivatives of 
the fatty acids and diodoquin may also be ef- 
fective. 

Intractable anal pruritus that is associated 
with definite characteristic cutaneous changes 
in the absence of anorectocolonic disease re- 
sponds well to the tattooing of the perianal skin 
with mercury sulfide. Tattooing compares quite 
favorably in results with the subcutaneous injec- 
tion of ethyl alcohol. 


During World War II this disease assumed 
great importance primarily because it caused a 
considerable loss of days of duty. Cellulitis in 
the pilonidal area may respond to the administra- 
tion of antibiotics such as penicillin and aureo- 
mycin. 

Pilonidal abscess is best treated by prompt in- 
cision and radical unroofing. This procedure 
may eliminate subsequent operations in many 
cases. 

The cyst, with the sinuses, is best eliminated 
by radical excision. There is a controversy now 
raging concerning the merits and demerits of 
the open versus primary closure procedures. The 
open operation with excision en bloc is the safest 
procedure for the average surgeon. Moreover, 
many surgeons with long experience continue to 
favor the radical open operations as giving the 
most consistently good results. On the other 
hand, while the primary closure techniques are 
still in the process of perfection, they have al- 
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ready proved their merits and have the advan- 
tage of short periods of healing. The musculo- 
fascial techniques, especially the one described 
by Holman, are well conceived and not to dif- 
ficult to perform. 


Psychosomatic Aspects 


It is often wise for the general practitioner, 
the surgeon, and the proctologist to realize firstly 
that not all anal symptoms are due to organic 
causes, and secondly that the patient without 
organically based symptoms should not be un- 
sympathetically dismissed. 

The modern practitioner is usually well aware 
of the psychosomatic aspects of proctologic dis- 
ease and directs many such patients to the proper 
channels for additional study. 


Ambulatory Proctology 


Much has been written on ambulatory proc- 
tology. What many writers omit from their dis- 
cussions, however, is that the ambulant surgeon 
or proctologist has converted his office or rooms 
adjacent to the office into a modernly equipped 
operating room with the employment of trained 
nursing personnel. In other words, the “ambula- 
tory proctology” is performed in a pseudohos- 
pital which cannot justly be called an office. 
Moreover, whereas it is true, that a few hours 
following surgery performed under infiltration or 
caudal anesthesia the patients may be able to go 
or drive home, it is also known that some pa- 
tients have remained bed-ridden at home for 
some time, in one instance for as long as three 
weeks, with the added necessity of special 
nurses. 

It is generally conceded that the published 
good results of ambulatory surgical treatment of 
anorectal lesions do not represent a fair cross 
section of the work done throughout the coun- 
try. Ambulatory operative therapy is often in- 
complete in scope and hence only palliative in 
many cases. For example, technically the mere 
amputation of a fibrous anal polyp at the base is 
a simple but an incomplete operation. This le- 
sion is usually the result of an apparent or latent 
cryptitis. Consequently the mere extirpation of 
the fibrous polyp without concomitant excision 
of the involved anal crypt or crypts constitutes 
incomplete therapy. Furthermore, it is highly 
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desirable to excise the base of this benign lesion 
because occasionally an epidermoid carcinoma 
is found at the tip. 

Recent military experience has proved con- 
clusively that proctologic procedures carried out 
in a hospital produced results far superior to 
those obtained by the treatment of similar le- 
sions at dispensaries. 

It is realized that there are circumstances un- 
der which office or clinic surgery is imperative. 
If the surgeon performing ambulatory surgical 
procedures for anorectal lesions can provide ade- 
quate office or clinic facilities for immediate 
postoperative care and proper supervision of pa- 
tients at their homes, he may treat surgically 
simple lesions such as perianal hematomas (ex- 
ternal thrombosed hemorrhoids), short subcu- 
taneous sinuses or fistulas and certain anal fibro- 
epithelial polyps. 

The ambulatory proctologist should also be 
warned to submit all excised specimens, regard- 
less of their gross appearance, to pathologists 


for microscopic examination. 


New Instruments 


Recently several useful new or improved ano- 
proctocolonic instruments have been designed 
and described. The sigmoidoscope has one prox- 
imal and two distal sources of illumination; 
either lighting system can be used independ- 
ently or the proximal and one of the distal 
sources of illumination may be used simultane- 
ously. Also, a suction tube is incorporated in the 
tubular shaft with its obvious advantages. The 
handle with the proximal light can be applied 
to the shorter instruments, e.g., anoscopes. The 
electrosurgical sigmoidorectal snare and elec- 
trodes have pistol-like handles that fit well into 
the average-sized hand, thus affording a firm 
grip without interfering with the visualization 
of the lesion to be treated. 

A new electric tattooing instrument (see dis- 
cussion of anal pruritus) capable of 7,000 recip- 
rocating vibrations per minute has also been 
constructed. 

An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 
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jective in Diabetes 


BY ELLIOTT P. JOSLIN, M.D. 


Diabetes is a disease which from the cradle to the grave belongs to the general 
practitioner. It is today possible for him to tell the patient that if he controls 
his diabetes, the chances of growing old prematurely will be definitely 
postponed and the development of complications greatly lessened. 


THE ENTHUSIASTIC, universal, and often spon- 
taneous response of the general practitioner to 
Diabetes Detection Week these last two years 
shows what the doctors are willing to do without 
money and without price for the health of the 
people in these United States. It is one of the 
strongest arguments against socialized medicine. 
Its significance is hardly yet realized. It was no 
campaign for millions of dollars, engineered by 
highly organized staffs of civilians, indeed not 
a campaign of asking for anything, but rather 
the giving of the services of doctors desirous of 
aiding in the discovery and treatment of inno- 
cent people with diabetes. 

This undertaking to detect incipient diabetes 
should be repeated, because the practicing doc- 
tor is the one who can do it best and cheapest. 
He knows where the cases are to be found: first, 
among the relatives of his diabetic patients; sec- 
ond, especially among those over forty years of 
age; third, among the overweight; and, fourth, 
in the Jewish race. For diabetes runs in families, 


two-thirds of the cases begin at over forty years 
of age, obesity is almost universal in the diabetic 
adult, and the disease is nearly twice as frequent 
in Jews. 

Diabetes is a disease which from the cradle 
to the grave belongs to the general practitioner. 
A personal element and continued care by the 
same doctor are almost essentials for success, 
whereas the frequent changing of doctors shat- 
ters effective management of the disease and of 
the patient’s confidence as well. The physician’s 
task is to prevent the disease among the relatives 
of his patients, and his interest in the patient's 
family is appreciated. It is the family physician 
who early will advise against two diabetics 
marrying; it is he who will caution against and 
fight overweight, especially among the relatives 
of diabetics. The general practitioner treats 
diabetes for life and he is not apt to be led 
astray by temporary improvement, as is some- 
times the case by those who treat the disease in 
childhood alone. Because children do not die 
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under fifteen years of age or die in the first ten 
years of the malady is no argument that the 
methods thus far pursued are desirable or indi- 
cated for the remaining three-fourths of a child’s 
life. There are very few doctors who treat all 
ages of diabetics who advocate a free diet. We 
who inherit such cases are aware of the sad end 
results of such methods. 
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Figure 1. Expectation of life. 
Diabetics Are Living Longer 


Diabetics are living long—as long, doctor, as 
you are likely to practice. If you calculate the 
expectancy of life of a diabetic child of ten years, 
as was done by the Statistical Department of the 
Metropolitan Life Insurance Company, you would 
find that the expectancy is for 44.2 years addition- 
al; and even if you calculate the life expectancy of 
a diabetic with onset at thirty years, the expec- 
tancy is 29.5 years and, indeed, for those di- 


abetics with onset at fifty years has been esti- 
mated to be sixteen years. These expectancies 
for different ages and for successive periods of 
time are shown in Table | and Figure 1. It is 
noteworthy that for each epoch from the first to 
the last and for all three age groups the expec- 
tancy has advanced. 

To make this lengthened duration more real- 
istic, consider diabetes among doctors them- 
selves. I have treated 475 doctors and in the last 
four years 59 of these died, but the duration of 
diabetes in this group Dr. Robert F. Bradley 
tells me was fifteen years, and as a matter of 
fact the age at death, 68.1, was a year older than 
that of the average physician who died in this 
country in 1948 and 1949. In our so-called 
Shepardson Group, a collection of fifty patients 
from our clinic studied in 1930 by Dr. H. C. 
Shepardson of San Francisco, all under forty 
years of age and who had had the disease at 
least five years, there remain 31 alive and their 
duration of diabetes is twenty-seven years, in 
contrast to that of the 19 who have died, which 
was 17 years. Finally, for the 2,299 fatal cases 
in our entire series 1944 to 1949, the duration of 
life has risen to 14.4 years as compared to 4.9 
years for fatal cases 1897 to 1914. I would espe- 
cially call your attention to the duration of life 
for the different age groups. 

In Table 2 you will note that for those with 
onset under ten years of age the duration of life 
was eighteen years, but for the next decade, the 
adolescent decade, between eleven and twenty 
years, it was only fifteen and six-tenths years. 
Bearing in mind the normal expectancy of life 
of the ordinary individual at this age of life for 
comparison, it is evident that this is the least 
favorable duration of life of diabetics from child- 
hood to old age. These adolescent boys and girls, 
therefore, are the greatest challenge to us prac- 
ticing physicians. From them we should learn 


Table 2. Average Duration from Onset to Death in Successive Years of Treatment 


YEARS 
Naunyn Allen Hagedorn C. H. Best 
Age at Onset Era Era Banting Era Era Era 
(years) ~ 1897-1914 1914-1922 1922-1929 1930-1936 1937-1943 1944-1949 

49 6.1 8.0 10.4 12.5 14.4 
1.3 2.9 2.8 7.3 10.3 18.3 
2.7 2.7 3.4 7.5 11.5 15.6 
7.0 8.0 9.5 117 13.8 15.6 
over. 44 6.4 5.5 7.1 8.8 9.4 
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Table 3. The Average Age at Death and Average 
Duration of Diabetes Among 472 Child Diabetics 
in Pre-insulin and Insulin Eras, 1898-1950 


Average Age Average Duration 


No. of at Death of Diabetes 
Era of Treatment Deaths (years) (years) 
1898-1922... 157 11.5 2.5 
1922-1936... 99 15.1 5.4 
1937-1943... 81 19.0 97 
1944 to date. . 135 27.0 17.3 


more than from any of the other age groups. I 
do not believe that diabetes is inherently more 
severe between ten and twenty years of age. I 
do not believe their youthful kidneys are more 
vulnerable. I think the poor results of our treat- 
ment rest rather on a psychologic basis or on 
lack of adequate follow-up, and that if we can 
only appeal to these impressionable young 
people in a proper manner we should get as 
good results with them as with their younger 
or older confreres. 

The increasing duration of life and the older 
age at death of all children is more clearly shown 
in Table 3, which summarizes all 472 deaths 
since 1897. It will be noted that in the last six 
years, 1944 to 1950, the age at death rose to 
twenty-seven years and the duration of the dis- 
ease to seventeen and three-tenths years, an ad- 
vance of eight years over the previous six years. 

In Figure 2 is a diagram which shows opti- 
mistically the increasing percentage of diabetics 
at death who had lived more than twenty years. 
Up to 1914 only 1.8 per cent of my patients at- 
tained such a record but now this has risen to 
24.1 per cent. 


Causes of Death 


The causes of death of our patients in 1898 
to 1914 and in the next eight years, when Dr. 


F. M. Allen introduced fasting, and for compari- 
son in the most recent insulin epoch are shown 
in Table 4. 

Coma. Undernutrition dropped the deaths 
from coma from 64 per cent to 42 per cent. The 
phenomenal decline to 2 per cent of all our cases 
dying in various parts of the country in these 
last six years we attribute to the widespread im- 
provement in its recognition and treatment by 
the general practitioner. In a recent hospital 
series my colleague, Dr. Howard F. Root, 
pointed out that some 57 per cent (159 out of 
277 cases) of our coma patients had received an 
extra dose of insulin before they were put in the 
ambulance and sent to the hospital. Although 
they had diabetic coma on arrival, their chances 
for recovery were thereby immeasurably in- 
ERA 
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Figure 2. Proportion of fatal cases surviving twenty 
years or longer. Data based on 10,673 fatal cases 
reported to April 27, 1949. 

creased. Indeed, he has brought out in other 
papers that when patients receive in the first 
three hours the same amount of insulin as an- 
other similar group received in the first twelve 
hours, the mortality dropped from 12 to 2 per 
cent. Diabetic coma, however, has not dropped 
out of the picture and one must always be alert 
to recognize it. Recently three patients with dia- 
betic coma were admitted to the New England 
Deaconess Hospital during one night. Early ag- 


Table 4. Percent of Total Deaths 


CAUSE OF 1897- 
DEATH 1914 
All Causes 100.0 
Cardiovascular— 
renal diseases. . . 17.5 
3.7 
Pneumonia and Influenza ... . 4.0 
Other infections . .. 3.4 
49 
Other and unknown... 49 


GP @ May, 1950 


1914- 

1922 

100.0 
41.5 


24.6 
4.2 
7.2 
5.5 
49 
3.8 

12.4 


1922- 1930- 1937- 1944- 
1929 1936 1943 1949 
100.0 100.0 100.0 100.0 
14.5 5.0 3.1 1.9 
46.8 58.3 65.0 70.1 
8.6 7.6 5.1 3.1 
7.6 5.9 5.5 - 3.6 
8.6 6.4 5.4 3.1 
5.5 3.4 2.5 2.1 
74 94 8.8 8.9 
9.6 11.6 9.8 10.3 
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that one need not have recourse to alkalis, glu- 
cose, or potassium. 

Tuberculosis. Each doctor at each visit of a 
diabetic patient obviously must carry in mind 
the special dangers to which his patient is ex- 
posed. Formerly and indeed now in some of the 
larger cities of the European countries, tubercu- 
losis carried off approximately one-half of the 
diabetics. In our group it never was above 5 
cent of the total deaths and now has fallen to 
less than half that number. For children with 
onset under fifteen years we have just learned 
that the mortality from tuberculosis 1944 to 
1950 was 9 per cent. These children had had 
bec on the average for twelve years. It has 
been our endeavor to have an x-ray of the chest 
of young diabetics and older diabetics yearly or 
with great frequency. The onset of tuberculosis 
in a diabetic is sly and in the older days, when 
the patients were weakened with the diabetes, 
it was frequently overlooked in its early stages 
because of the difficulty of eliciting physical 
signs and the absence of temperature. Fortu- 
nately now with the help of our roentgenologists, 
tuberculosis is picked up at an earlier level and 
suspected cases are followed intensively. Treat- 


‘ ment in sanatoria and by surgical means has im- 


proved the chances for recovery extraordinarily. 
Thus it was striking in the Shepardson group 
that among 50 patients there were 7 cases of 
tuberculosis, of whom 5 died, but 2 were oper- 
ated upon and are now active. 

Cancer. The doctor who treats diabetics 
should be an all-round practitioner. The group 
of diabetic patients‘is exceptional. There is no 
other group of people who make visits as fre- 
quently and as routinely to a physician and for 
as long a period as the diabetics. Therefore, the 
responsibility for the detection of cancer in dia- 
betics rests heavily upon the physician who 
treats them. Surgeons are becoming aware of 
this and they expect all of us who see diabetics 
to send them cases for operations early. A dia- 
betic coming to a doctor's office should be 
stripped and examined from head to foot for 
cancer not because it is more common in dia- 
betics than in nondiabetics, but because the op- 
portunity is afforded for detecting it early. Only 
a short time ago a man of fifty-eight years, weigh- 
ing 200 pounds, with hardly a suggestion of a 
pulmonary symptom and with only a few tenths 


gressive treatment gives such excellent results — 


per cent of sugar, came to our office for evalu- 
ation of glycosuria. Fortunately, he was given a 
routine x-ray of his chest, As a result, a mass 
the size of a tangerine was seen in the upper 
right lung and a few days later the whole lung 
was removed successfully. Similarly, a 20-year- 
duration diabetic woman noticed a drop of blood 
on her brassiere, leading subsequently to removal 
of the breast; and a diabetic man with anemia 
without abdominal discomfort proved on persist- 
ent repeated studies to have a carcinoma of the 
cecum. The doctor treating a diabetic today is on 
the spot if his patient has a new growth and he 
does not discover it. 

Arteriosclerosis. Arteriosclerosis in one form or 
another has replaced coma as a cause of death 
of diabetics. Up to 1914 it was responsible for — 
18 per cent of our deaths, but now 70 per cent. 
Arteriosclerosis does not present today as hope- 
less a barrier to improvement as coma did a half 
century ago. This is because into this grouping 
have been thrown many diagnoses, derived from 
death certificates, which a more careful scruiiny 
of the previous history would not justify. A com- 
mon error has been to record a death due to 
coronary thrombosis simply because of its sud- 
den character or to put a renal death under the 
heading of arteriosclerosis, although the extent 
of arteriosclerosis in the kidney is minimal. 

Gradually the clarification of the problem of 
arteriosclerosis in diabetes is being evolved. To- 
day all agree that the diabetic is more suscep- 
tible to early degeneration of the blood vessels 
than is the ordinary individual. Perhaps as 
strong an argument to prove this statement cor- 
rect is the fact that the incidence of coronary 
thrombosis is eight times as common in diabetic 
women as in nondiabetic females. A second fac- 
tor, now also generally accepted, is that arteri- 
osclerosis in the diabetic varies with the dura- 
tion of the diabetes. This has been learned from 
studies upon children and more recently upon 
those with onset of diabetes between fifteen and 
thirty years of age. There is now a third factor 
to be reckoned with in the appearance of ar- 
teriosclerosis in diabetes, namely its depend- 
ence upon the previous control of the diabetes. 
When one deals with older people, such a rela- 
tionship cannot be clearly demonstrated, because 
of the possibility or probability of the presence 
of arteriosclerosis after forty and fifty years of 
age in the new diabetic population, but with the 
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young, the opportunity for proof is available. 
Dr. Priscilla White brought this out several 
years ago when she showed that the percentage 
of children developing signs of arteriosclerosis 
in later years was dependent upon the previous 
control of their disease. Thus, in those cases in 
which there was no arteriosclerosis, a history of 
coma was present in only 15 per cent, but when 
arteriosclerosis was of moderate degree, then 
coma appeared in the previous history in 50 per 
cent and when the arteriosclerosis was incapaci- 
tating in one part or another of the body, 75 per 
cent of the patients had had several attacks of 
diabetic coma. Diabetic coma was used as an in- 
dex of control, not that the coma itself was re- 
sponsible for the arteriosclerosis, but in general 
the patient who has diabetic coma many times is 
the patient whose disease has been neglected or 
poorly treated. She used other criteria for con- 
trol, namely, blood sugar values of over 400 mg. 
per cent, a high cholesterol, and enlarged livers. 

Recently Drs. Howard F. Root, Richard H. 
Sinden, and Ralph Zanca have corroborated 
Doctor White’s findings by studying 282 pa- 
tients whose onset of diabetes was between fif- 
teen and thirty years. The evidence they found 
leaves no doubt in my mind that we are justified 
in saying to a patient today, “If you control 
your diabetes, the chances of growing old pre- 
maturely will be definitely postponed and the 
development of complications greatly lessened.” 
This is a strong argument for the doctor, be- 
cause it gives him confidence and conviction in 
emphasizing the necessity for control of the dia- 
betes, and for the patients it gives a purpose for 
their rigid lives. 

May I now call your attention to Table 5, in 
which are summarized 135 deaths of erstwhile 


diabetic children which have occurred in the last 


Table 5. Causes of Death of 135 Child Diabetics, 
Average Duration 17 Years, 1944-1950 


Cases Duration, Years 


Cardiorenal vascular— 
ee 10 22.0 
1 
12 12.8 
1 
9 


six years. These have been classified in the usual 
way and then reviewed by Dr. James L. Wilson 
in connection with the Statistical Department of 
the Metropolitan Life Insurance Company. 
Please glance at the heading cardiorenal vas- 
cular and you will see that it includes 78 fatali- 
ties. Immediately one gets a hint of the peculiar- 
ity of the picture, because there was but one 
death assigned to cerebral arteriosclerosis. How 
different this is from the usual reports of fatal 
arteriosclerosis. Thus, apoplexy was credited 
with 11.4 per cent of 651 deaths in a recent 
compilation of deaths of all our cases, as com- 
pared with less than | per cent in this children’s 
death table. Cardiac causes of death are also 
small, 7 per cent in contrast to 55 per cent of 
the larger series. On the other hand, the renal 
element is responsible for 67 deaths, or 49 per 
cent. It is perfectly true that one cannot always 
differentiate sharply the cause of death, because 
in general if arteriosclerosis is present in one 
part of the body it is in another, but the studies 
of these deaths of children show plainly that 
the renal element is of great importance and, we 
think, far more frequently a true cause than 
often has been suspected. Fanconi recognized 
this and none of his children who lived over 
sixteen were free from nephropathy. Similar 
findings were made by Drs. A. L. Chute of 
Toronto, Lester J. Palmer in Seattle, and Henry 
J. John in Cleveland. The tendency to classify 
a sudden death as coronary thrombosis was well 
exemplified by the case of R. F., whose diabetes 
began at four years and ended in the ambulance 
twenty-four years later on his transfer from his 
home to the hospital. Unfortunately the medical 
examiner would not release jurisdiction and 
there was no autopsy. A natural inference to the 
uninformed would be coronary thrombosis, but 
we learned the death certificate read hypogly- 
cemia. We know that one year before his death 
his urine contained 1,000 mg. of albumin and 
twice in the year at least 250 mg. Despite his 
kidney lesion and his incompetent heart, he 
actually worked up to within 24 hours of the end. 

A death-certificate-diagnosis of arteriosclerosis 
does not in my opinion always imply a hopeless 
outlook for diabetics or at least is far less so 
than has been supposed. My reason for this has 
gained support from Doctor Wilson’s studies of 
our fatal cases in children. He has found that 
there was a far greater preponderance of renal 
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disease in their preceding history than the diag- 
nosis‘on the death certificate would indicate. 
There is more chance for counteracting incipient 
renal disease with only slight arteriosclerosis 
than in combating the atheroma of patients 
above the age of threescore years. At present 
with young people we are positive, first, that 
control of the diabetes will make them less li- 
able to arteriosclerosis and, second, that we 
should concentrate on the possibility of an exist- 
ing or appearing renal element which in its 
early stages can be checked. 

I have three additional reasons to support the 
above contention. For each one of the 135 deaths 
in children in the last six years, we have 15 live 
diabetics and among them some 400 who already 
have had the disease over twenty years. It stands 
to reason that all of these at present do not have 
lethal nephritic involvement. Second, in the last 
few weeks we have had two patients with onset 
in childhood who have had diabetes twenty-five 
years and yet have been delivered of normal 
babies, and by no means are they the only ones. 
I doubt if this would have taken place if the 
kidneys were diseased. Third, the Quarter Cen- 
tury Victory Medal group now embraces seven- 
teen patients. These cases have been proved to 
be free of involvement of the kidneys, of the 
eyes and arteries of degenerative stigmata. 


Treatment 


Diet. The dietetic treatment of a diabetic to- 
day is simplified. All will agree the minimum 
carbohydrate should reach 150 grams and few 
would place it above an upper limit of 200 
grams except under unusual circumstances due 
to exercise, weight, growth, or mildness of the 
disease. The protein is approximately that of an 
individual of similar age and certainly is not 
minimal. The quantity of fat in the daily ration 
is regulated by the body weight. Great advances 
in the treatment of diabetes were achieved by 
Bouchardat in the last century. He was the first 
doctor in the world to give hope to the diabetic; 
he made the diet more appetizing; but, third 
and most important of all, he placed upon the 
patient the personal responsibility for determin- 
ing the quantity of carbohydrate in his food. 
Even before Fehling’s test was discovered in 
1848, he taught that the morning -testing of 
urine was as important to the diabetic as the 


compass to the navigator. Moreover, he empha- 
sized the danger of recurrence of symptoms and 
pointed out that the only diabetic who was 
cured was the one who believed himself not 
cured. It would simply be foolish for us to dis- 
card all the useful knowledge about diet ac- 
quired in the last century or the great improve- 
ments in it learned early in this century, when 
the good effects of a higher carbohydrate and 
a lower fat diet were demonstrated. Meals or 
substitutes for the same must be on time and 
almost invariably a little carbohydrate should 
be taken between meals and on retiring to pro- 
mote utilization and avoid reactions. 

Exercise. A fundamental rule for the diabetic 
is to exercise. This requires intelligence. The 
diet and the insulin must be increased or de- 
creased, varying with the quantity of exercise 
and adjusted to it from day to day. If the dis- 
ease is uncontrolled, exercise can precipitate 
coma, but if the disease is properly regulated, 
exercise helps greatly in the utilization of food. 

Insulin. All insulins are good. With thought- 
fulness one can employ any insulin on the mar- 
ket and obtain excellent results. The regular or 
unmodified insulin and crystalline insulin act 
respectively for 6 or 7 hours. When we first had 
these insulins at our disposal, the mothers of 
children were compelled to inject insulin four 
times a day to control the diabetes. Fortunately 
protamine zinc insulin appeared in 1936 and 
this reduced the requirement, because its action 
extended to some degree for about 48 hours. 
Globin insulin was intermediate in action, its 
handicaps being that the duration of effect is 
somewhat less than a day and that there is a 
tendency to the lowest level of blood sugar ap- 
pearing in the late afternoon. 

If patients will test their urine four times a 
day and will record the quantities of carbo- 
hydrate taken at meals and in between meals, it 
is theoretically possible to attain control of the 
diabetes. With adolescents and with actively 
working young adults it is often necessary to 
give a supplementary dose of quick-acting in- 
sulin at the same time the protamine zinc in- 
sulin is injected before breakfast. On occasion. 
one is so fearful of serious reactions occurring 
in the daytime that one does not quite dare to 
give enough of the quick-acting insulin to con- 
trol the blood sugars in the forenoon and after- 
noon and, therefore, one is forced to inject a 


GP @ Volume I, Number 2 


+ 
Be. 
ad 
. 


small dose of quick-acting insulin before the eve- 
ning meal. This makes it possible for the dia- 
betes to be really controlled for the greater part 
of the 24 hours. Mixtures of crystalline and pro- 
tamine zinc insulin can be made to secure the 
effects of both types of insulin. In general, two 
parts of crystalline for one part of protamine 
are employed, remembering that about half of 
the crystalline will change over to protamine so 
that if one wishes to produce the effect of two 
separate injections of 12 crystalline and 24 pro- 
tamine, one would actually mix in the syringe 
24 of crystalline and 12 of protamine. Until 
now, as a rule, we have used separate injections, 
but if the new NPH-50 insulin does not appear 
in the next few months, we shall feel inclined 
to resort more to mixtures. The anticipated new 
insulin, NPH-50, has many advantages. Its ac- 
tion will extend about 28 to 32 hours. One can 
add crystalline insulin to it if desired without 
the crystalline being changed over into prota- 
mine at all or but very slightly. The NPH-50 is 
likely to replace to a large extent the old insulin. 
With it, breakfast becomes the lightest meal of 
the day. It may be that a morning lunch will 
not be required. 

For any diabetic taking insulin, it is a sound 
and safe rule that a little carbohydrate be con- 
sumed in the morning, afternoon, and on retir- 
ing. Such a rule is absolutely essential for any 
diabetic who drives an automobile. Indeed, he 
should take food every two hours when he is 
driving. 


The Adolescent Diabetic 


No flowery bed of ease awaits the child who 
has diabetes. He deserves a bringing-up, education, 
and environment far superior to that given an 
ordinary child if one would secure the best re- 
sults. Each one in his family and all of his medi- 
cal attendants must be psychologists. The treat- 
ment of the disease must be simplified, ex- 
plained, repeated, and unusual forbearance em- 
ployed so that his life may be made as comfortable 
as possible. That is the reason for diabetic camps 
and especially a reason for medical vacation dia- 
betes camps to which young adults can go for 
their annual vacation and there be exposed to 
a short refresher course in diabetes, have a good 
time and relief from responsibilities. Attainment 


of control of diabetes in young people has been 
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demonstrated to me in the past by exceptional 
cases but forcibly recently because of the oppor- 
tunities I have had of watching the pregnant 
diabetic girls and young women, who have been 
under the general direction of Drs. Priscilla 
White and Ruth Reuting. 

Pregnant diabetic girls are ideal examples of 
diabetic therapy. Under no consideration will 
they break their diet. They know their diabetes 
must be controlled. It makes no difference to 
them whether they have the two injections of 
insulin before breakfast and a tiny dose before 
the noon and night meals and on retiring be- 
cause of their tendency to renal glycosuria. They 
never complain of the injections of hormones. 
They will take any number of pills necessary 
to control edema, besides living on a low-salt 
diet, in order to prevent gain in weight. Urines 
are carefully saved; they want their blood sugar 
taken frequently and their blood pressures re- 
corded twice a day, because to them the only 
object in life is to get a live and healthy baby. 
Any doctor or diabetic who has the opportunity 
to observe a few dozen pregnant diabetic girls 
will never doubt the possibility of the control of 
diabetes. From these girls, also, one can learn 
the diet of nonpregnant girls, if one leaves off 
the two or three hundred calories which the 
pregnancy and increased metabolism demand. 

Boys present a more difficult problem. How- 
ever, when made to realize that some day they 
will want a job, but to get it they must have 
a recommendation from a doctor stating they 
have been under regular supervision and have 
tried faithfully to regulate their diabetes and fol- 
low diet, they are more apt to appreciate the 
significance of playing the diabetes game. We 
make it a rule to tell any of our boys or girls 
in college that they must be looked over by a 
physician, either their own or the college physi- 
cian, each month or else we cannot promise to 
protect them in case of a hypoglycemic or hyper- 
glycemic slip. It is well to point out to these 
young people that although insurance compan- 
ies are more and more offering insurance to dia- 
betics, they ask above all else whether the indi- 
vidual has been in frequent contact with his 
medical advisor. Only last week I saw the adver- 
tisement of an insurance company and it was 
headed as follows: CONTROLLED DIA- 
BETICS ARE NOW ELIGIBLE FOR LIFE 
INSURANCE. 
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The Family Doctor's Role 


The education of the diabetic by the family 
doctor is a prerequisite to success. The doctor 
must associate with himself younger doctors, 
nurses, or nurses’ aides who can help him if he 
is overworked. An education is something the 
‘patients must have. The family doctor has great 
advantages in treating a diabetic. He knows the 
family; he can arrange adjustments in the home; 
he can see that the meals are spread far apart, 
far earlier, and far later in the day than the 8- 
hour rule makes necessary in the hospital; he 
can arrange for exercise as a routine and so ed- 
ucate the family that all will work together to 
make the life of the diabetic member easier. 
The cost to the patient will be immeasurably 
cheaper than a prolonged hospital stay. If such 
opportunities cannot be made available or if spe- 
cial medical or nursing care is indicated or if the 


patient is recalcitrant, then he will gain much 
by living for a period in a hospital. There he 
sees that he is not the only one with the disease, 
and it is driven home to him that those who 
have had the opportunity and the purpose to 
master it are the ones who escape compli- 
cations. 

For progress today in the treatment of dia- 
betics we have reached the stage where the need 
for postmortem examinations, especially in the 
young, is far more urgent than ever before. We 
must learn more accurately why our patients die, 
so as to cope with these conditions we meet in 
life, particularly the cardiorenal vascular com- 
plications which are so rampant. I grant that 
permission for such examinations is difficult to 
obtain, but we must never forget that whereas 
an operation in life is painful and for the bene- 
fit of the individual, after death it is painless 
and for the benefit of humanity. 


What Others Are Saying .. . 


Each of us wants to know a great deal about 
himself. 


Each of us, though we sometimes refuse to 
admit it, is eager to know what the other fellow 
thinks about us. 


If he thinks well of us we feel good; if he 
thinks differently, we first feel a little hurt, then 
often we feel angry and finally a little afraid. 


Too often this is how many of us feel a great 
deal of the time. 

When we find ourselves in this state of affairs, 
we need help. 

We need to find someone who can make us 
feel good again. 

Who can, and who do we go to? 

Usually we go to our family doctor, if we 
have one, and especially if we know him well, 
trust him, respect him and feel that he is sin- 
cerely interested in us. 

This man sort of combines many people into 


one person—the doctor, the preaclrer, the father, 
mother and good friend but most of all, he is a 


good teacher. 
This is the real reason why each of us needs 
a personal physician—one person who can help 


Have You a Family Doctor? 


us to understand ourselves better. Each of us is 
a living machine made up of many individual 
parts. 

While each part has its own little job to do, 


the machine operates as one machine. 


It is the finest example of a smoothly operating 
complex group of little parts known today. 

In order to keep it operating in a smooth and 
efficient manner, we must have it inspected, we 
must have all our questions and doubts about 
my part of it cleared up, we must protect it and, 
if necessary, we must have it repaired. 


Hence the need for a personal physician. 

There is much to know about the human 
machine and everyone needs to have a good, in- 
terested teacher. 

Since most of us live together in families, it 
helps to have a doctor or teacher who knows 
everyone in the family. 

In this way he can help us more than if he 
only knew us as an individual. 

A good family doctor is a personal asset and 
ofttimes a family’s best friend.—The Labor 
Union, February 17, 1950, Columbus, Ohio. 
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BY E NEUWIRTH, M.D. 


Pain in the neck, the shoulder, the scapular region, and the upper extremity may result 
from protrusion of a cervical intervertebral disk. Conservative treatment is effective 
in the majority of cases. It consists of an enelectrolytic introduction of physostigmine- 
methacholine into the neck structures followed by stretching of the neck by traction. 


In 1943 Semmes AND Murpuey published their 
observations on the protrusion of cervical inter- 
vertebral disks with manifestations essentially 
due to pressure exerted upon spinal nerve roots. 
Since then, posterolateral protrusion of cervical 
disks into the vertebral canal has been accepted 
as a cause of pain in the posterior aspect of the 
lower part of the neck with radiation to the 
shoulder and down the upper extremity. 


Etiology 


It is generally believed that cervical disk pro- 
trusion is the result of trauma to the neck. How- 
ever, trauma to parts of the body other than the 
neck may also cause cervical disk protrusion. 
Cervical disk lesion is often produced by trauma 
to the head. Recently I attended a girl twenty 
years of age who fell on her buttocks while skat- 
ing. Roentgenologic examination revealed a le- 
sion of the sixth cervical disk. She was success- 
fully treated by traction applied to the neck. 


CONTINUED ON THE 


Symptomatology 


Pain is the outstanding symptom of the syn- 
drome caused by cervical root compression by a 
protruded disk. The pain may first appear in 
the shoulder or along the outer border of the 
upper arm or it may originate at the base of the 
neck. From here the pain gradually spreads to 
the shoulder, scapular and pectoral regions, and 
then usually radiates down an upper extremity 
into the thumb and the index finger. At times 
the pain is felt from the start in the entire area 
supplied by the affected nerve root. 

Pain may be experienced in the ear, the eye, 
the head, the occiput, and in the face. Hence, in 
all cases of headache and facial pain of obscure 
origin, roentgenograms of the cervical spine 
should be taken. Certain movements of the neck 
or general activities may precipitate or aggravate 
the pain and the paresthesias as do coughing, 
sneezing, bursts of laughter, and straining at 
bowel movements. 
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Figure 1. Diagrammatic section through the lower 
part of the cervical spine. A, Disk protrusion causing 
spinal nerve root compression. B, Root and cord com- 
pression. C, Bilateral cord compression. 


Neurologic Findings 


Cervical disk protrusion produces various 
neurologic manifestations. The protrusion may 
exert pressure upon the spinal nerve root, or 
upon the spinal cord, or upon both (Figure 1). 
Pressure exerted upon the nerve root by the 
protruded disk mass, if sufficiently intense, will 
cause segmental sensory, motor, and_ reflex 
changes. The main features of the clinical syn- 
drome are: cutaneous sensory depression (or 
loss), paresthesias, muscle wasting, diminished 
muscle strength, hypotonia, fibrillations, electro- 
myographic variations, and finally, depression, 
and rarely, loss of tendon reflexes. 

In the majority of cases the fifth or the sixth 
cervical disk is involved, but multiple disk pro- 
trusions also occur. 


General Physical Examination 


The head is usually tilted to the unaffected 
side. Movements of the neck and the upper ex- 
tremities are painful and restricted. Reflex 
spasm of the neck muscles tends to limit cervical 
motions. To ease the pain, the patient repeatedly 
changes the position of the head and the neck. 
Patients soon learn the positions and movements 
that afford relief from pain or accentuate it. 

There is tenderness on palpation over the 
spinous processes of the lower cervical vertebrae, 
and over the interspinous space corresponding 
to the protruded disk. This is best demonstrated 
with the patient lying face down on the exam- 
ination table. A pillow is placed under the 


chest, and the shoulders are slightly raised while 
the forehead rests on the table and the arms lie 
alongside the body (Figure 2). Firm pressure 
exerted over the interspinous area corresponding 
to the involved disk may elicit a sensation of 
grating and may reproduce or aggravate the pain 
and paresthesias. 


Roentgenologic Findings 


Cervical disk protrusion with positive roent- 
genologic findings may occur without clinical 
symptoms. On the other hand, absence of roent- 
genologic evidence does not rule out disk pro- 
trusion. 

An early roentgenologic sign in acute cases of 
cervical disk protrusion is decrease or loss of the 


- physiologic lordotic curvature of the cervical 


spine in its entire extent or in the affected seg- 
ment. This is brought about by spasm of the 
neck muscles. 

Another early roentgenologic feature which is 
conspicuous in the lateral view is the narrowing 
of the intervertebral space due to flattening of 
the affected disk. This causes abnormal mobility 
between the vertebrae concerned with conse- 
quent displacement of the vertebrae and sublux- 
ation of the apophyseal joints. The subluxation 
of one cervical vertebra on the next lower one 
is an important factor in the production of 
radicular symptoms. 

In time, osteophytes form along the edges of 
the vertebral bodies above and below the dis- 
eased disk. Those mounted along the posterior 
margins and on the posterior surface of the 
vertebral bodies may jut into the intervertebral 
foramina narrowing and deforming them, and 
may impinge upon the spinal nerve root. Only 
oblique views of the cervical spine show ade- 
quately the intervertebral foramina and their in- 
volvement by bony spurs. 


Figure 2. Position for the examination of the cervical 
intervertebral spaces. (J. H. Young, Courtesy of 
Australia M. J.) : 
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Cerebrospinal Fluid Studies 
The cerebrospinal fluid dynamics usually are 


within normal limits. In most cases the analysis 
of the fluid yields normal findings. 

Contrast myelography to visualize the cervical 
segment of the spinal canal generally is not nec- 
essary to diagnose disk protrusion but should 
be performed in cases with cord compression and 
also prior to surgical intervention. 


Treatment 


In most cases of cervical disk protrusion that 
are not complicated by spinal cord compression, 
conservative treatment yields results that make 
surgical intervention unnecessary. At the start, 
the treatment consists of bed rest, the applica- 
tion of heat to the back of the neck, the ad- 
ministration of analgesic drugs, and immobiliza- 
tion of the neck. Where these measures fail, 
traction is applied to the cervical spine. 

Stretching of the neck and the cervical spine 
by means of traction is the most effective single 
measure in the conservative treatment of acute 
and chronic cases of nerve root compression due 
to cervical disk protrusion. 

Traction may be continuous or intermittent. 
The former is employed in acute and subacute 
cases. The patient lies with his head raised off 
the bed eighteen to twenty inches above the 
horizontal level. An appropriate head sling 
(Sayre’s) is adjusted to the chin and occiput. A 
cord fastened to the head sling is run over pul- 
leys at the head of the bed and is attached to a 
weight. The traction weight ranges from two to 
eight pounds depending upon the tolerance of 
the patient (Figure 3). 

Traction, if effective, is applied over a period 
of from several weeks to one month or more. If 
the patient fails to respond, the traction is 
stopped, and surgery is considered. (Cord com- 
pression demands immediate surgical attention.) 

If for any reason continuous traction is not 
practicable, intermittent traction is resorted to. 
Short periods of traction lasting from two to five 
minutes are executed daily in the office of the 
attending physician and are combined with trac- 
tion applied overnight or at any other suitable 
time in the patient's home. Should the treat- 
ment be ineffective, i.e., should the attacks of 
pain recur at shorter intervals or the pain be- 
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come progressively worse, surgical treatment is 
indicated. 

The traction at home is performed by means 
of a simple apparatus (Figure 3) which is 
clamped onto the headboard of the bed or the 
back support of a chair. A grooved wheel mov- 
ing along a metal track permits traction in the 
horizontal plane or at any angle desired. 

Traction in the office is performed with the 
patient in the sitting or the standing position. 
The author prefers the standing position (Fig- 
ure 4). 

With Sayre’s head sling applied to the chin 
and occiput, the standing patient rises on his 
toes. Traction is accomplished by pulling on a 
rope that is attached to the sling and then led 
over the sheaves of a pulley secured to the ceil- 


Figure 3. Apparatus for performing traction at home. 


ing. Instead of holding the rope, it may be 
locked by means of a cleat (Figure 4). After two 
or three minutes, the rope is slackened, and 
when the patient's heels hit the floor, the trac- 
tion is stopped. The procedure is then repeated. 
To be effective, traction should be carried out 
with great care to avoid damage to the cervical 
articulations. It is dangerous to perform vigor- 
ous head and neck exercises and manipulations 
on a patient under traction because they are apt 
to increase the protrusion and cause harm. 
Traction employed as outlined above widens 
the intervertebral spaces and foramina, facili- 


1The apparatus is manufactured by the Lenox Hill 
Orthopedic and Surgical Appliance Co., 1689 Second 
Avenue, New York, N. Y. 
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tates reduction of the subluxation of the verte- 
brae, and stretches the spastic neck muscles. 
Owing to the foregoing, pressure on the disk is 
lessened and its return to its former position 
furthered; moreover, the pressure exerted upon 
the nerve root by the protrusion and within the 
narrowed intervertebral foramen is diminished 


Figure 4. Application of traction with the patient in 
the standing position. 


or removed. All this allows the swollen and 
edematous nerve root to regain its former size. 
Traction may also relieve the pressure exerted 
on the blood vessels, permitting them to return 
to their normal size. The relief of the congestion 


may be of therapeutic benefit. 


Enelectrolysis 


To render traction more effective, it is pre- 
ceded by the administration of physostigmine 


salicylate Ceserine) and methacholine chloride 
Cmecholyl, beta-methylcholine chloride) by 
means of enelectrolysis Cionto- or electrophoresis ) 
to the back of the neck. This procedure relieves 
muscular spasm, reduces regional pain, alleviates 
tenderness, decreases stiffness and rigidity, al- 
lows greater range of painless motion, and, pos- 
sibly, exerts a beneficial influence upon the in- 
flammatory process involving the nerve root 
and the arachnoid. 

The inhibitory effect of physostigmine on 
muscle spasm may be ascribed to the fact that in 
large amounts it causes a curariform depression 


in skeletal muscle, and that excessive amounts of 


acetylcholine preserved by the anticholineste- 
rase of physostigmine depress neuromuscular 
conduction. In addition, physostigmine bolsters 
the vasodilating effect of methacholine on capil- 
laries by protecting it from inactivation through 
cholinesterase. Physostigmine itself produces 
arteriolar vasodilatation and increases arteriolar 
blood flow.? 

Physostigmine salicylate was used in the 
strength 1:3000, and methacholine chloride in 
the strength 1:500. The drugs were dissolved 
in distilled water to which alcohol was added. 
The solution was applied by means of the tech- 
nique described by the author for the enelec- 
trolysis of curare. 

Unpleasant parasympathetic side effects which 
may appear during or following the procedure 
may be checked by injecting atropine sulfate 
(1/100 grain) subcutaneously or by placing a 
hypodermic tablet of the drug under the tongue. 


Summary of Results 


Enelectrolysis of physostigmine-methacholine 
to the neck followed by suspension with Sayre’s 
head sling often yields impressive results in pa- 
tients with cervical disk protrusion. The pain 
and paresthesias may disappear within a short 
time, enabling the patient to do mental and 
physical work as before. 

Table 1 shows the therapeutic results which 
I have achieved in the last four years in thirty- 
five cases of cervical disk protrusion with con- 
servative treatment. The patients ranged in age 
from nineteen to fifty-seven. Nine were women. 


2Effects and mode of action of enelectrolytically in- 
troduced physostigmine-methacholine will be the sub- 
ject of another article. 
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Evaluation of treatment was based chiefly on 
the patient’s own judgment of improvement 
(lessening or disappearance of local and referred 
pain, decrease or loss of pain on active or passive 
movements of the neck and upper extremities). 
In seven cases the subjective statements of the 
patient were confirmed by measurements of 
muscle volume and muscle strength, by testing 
tendon reflexes, and by determining changes in 
cutaneous pain and touch sense. 


Table 1 
Treatment Number of cases Benefited 
Traction and enelectrolysis. . . . 27 23 


Conclusions 


1. Pain in the neck, the shoulder, the scapular 
region, and the upper extremity may result from 
protrusion of a cervical intervertebral disk. 

2. The symptoms and signs, the roentgeno- 
logic findings and the conservative treatment of 
cervical disk protrusion have been discussed. 

3. Conservative treatment is effective in the 
majority of cases of cervical disk protrusion. It 
consists of an enelectrolytic introduction of physo- 
stigmine-methacholine into the neck structures 
followed by stretching of the neck by traction. 

An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 


What Others Are Saying .. . 


Or some 15,000 practicing physicians in this 
city, 2,700 have no connection of any kind with 
a hospital, and another 1,700 enjoy hospital 
privileges only for private patients. The figures 
are cited in the annual report of the Hospital 
Council of Greater New York. The council 
points out that, though most desire a hospital 
affiliation, these 4,400 are denied the doctor’s 
best educational opportunity—day-to-day service 
in the hospital outpatient departments and 
wards. The consequence is that something less 
than modern medical care is available to the 
large segment of the city’s eight million persons 
who are under their ministrations. 

The problem is not new. The New York 
Academy’s authoritative report on Medicine in 
the Changing Order made the same point nearly 
three years ago: that exclusion of doctors from 
the continued education afforded by hospital 
connections “deprives them and their patients 
of the benefits derived from good professional 
contacts.” In an older order of medicine a hos- 
pital affiliation had not comparable importance. 
Today many factors—hospital insurance, special- 


Doctors Outside the Hospital 


ization, the growing reliance of doctors upon 
modern diagnostic facilities-make the hospital 
increasingly the community center of medical 


care. 

The Hospital Council suggests that hospital 
boards must assume further civic responsibility 
for “the quality of medical service available to 
the entire community” by adding more physi- 
cians to their staffs. The academy report agrees 
that many existing staffs could well be enlarged. 

An alternate to opening more hospital appoint- 
ments to doctors is to offer more opportunities 
for continued education or self-instruction. Most 
of the men in the city without hospital connec- 
tions are general practitioners, since only a few 
hospitals include such practitioners on their 
staffs. Therefore, the American Academy of Gen- 
eral Practice, founded in 1947, requires of its 
members, 150 hours of postgraduate work every 
three years. The alternative of offering, even re- 
quiring, some form of continuing medical edu- 
cation is one which the hospitals and the or- 
ganized profession may well pursue.—Editorial in 
New York Herald Tribune, Jan. 10, 1950. 
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What Others Are Saying. . . 


The General Practitioner and Medical Progress 


A MOST IMPORTANT DiscussION during the meet- 
ing of the World Medical Association, held in 
London in October, 1949, concerned the status 
of the general practitioner in various nations of 
the world. A special committee on postgraduate 
medical education was headed by Dr. J. A. 
Pridham of England and included also repre- 
sentatives from Cuba, Austria, France, and 
India. A questionnaire had been sent to forty 
national medical associations, and the results in- 
dicated that some countries may have an excess 
of specialists as compared to general practition- 
ers; however, a dearth of specialists exists in the 
world as a whole. Of the general practitioner, 
the committee reported: 

“Lip service is paid to him as the backbone of 
medicine, and it is true that he should be. There 
is a danger, however, that he may be relegated 
to the position of one who sorts out patients for 
reference to a particular specialist. Yet the de- 
velopment of medicine is giving the general prac- 
titioner an ever more important role. As special- 
ties multiply and become more complex, and 
their techniques more difficult, there is increas- 
ing need for the highly educated doctor with a 
wide outlook and wide knowledge who knows 
his patient from observation over years, knows 
his environment, knows his family background, 
and can view his case as a whole. He will know 
when to call in the aid of a specialist, and will 
be able to assess the advice. There is danger to 
the patient who chooses his own specialist, and 
he often wanders from one to the other, with no 
family doctor to help him.” 

The report emphasized that there are many 
ways by which a general practitioner continues 
his education and keep up-to-date; he may at- 
tend periodic refresher courses, meetings of medi- 
cal societies or hospital conferences. Plans must 
differ in different countries or even in different 
areas of any one country. The committee felt, 
however, that the vast majority of general prac- 
titioners need refresher courses and that a month 
at least once in every five years should be de- 
voted to the acquirement of information. Indeed, 
the committee recommended that remuneration 


of the physician during the time spent in grad- 
uate education should come from the govern- 
ment in those countries in which there are social 
insurance plans. 

Especially significant was the recommendation 
that hospitals should welcome visits from general 
practitioners. Posts as clinical assistantships 
should be created and made available for general 
practitioners. Moreover, the committee recom- 
mended that hospitals for use by general prac- 
titioners should be made available wherever pos- 
sible or that beds should be assigned to use by 
general practitioners in ordinary hospitals where 
the general practitioner may attend his own 
cases and where he may have available the help 
of specialists. The committee urged that all na- 
tional medical associations should give these 
questions consideration and take appropriate ac- 
tion. 

In the United States the growth of speciali- 
zation and the certification of specialists have 
tended to eliminate the general practitioner from 
the general hospital. Far too few hospitals pro- 
vide for integration of general practitioners with 
the staff of the hospital or with its work. The 
staffs of hospitals are organized to provide de- 
partments for the individual specialists who de- 
vote themselves in their teaching to the train- 
ing of residents and assistant residents—more spe- 
cialists—and who provide little of importance for 
the advancement of the general practitioner. The 
tendency should be rather to provide beds for 
utilization by general practitioners in the care of 
their patients. A division of general practice 
should be included in the staff of the hospital. 
Membership of general practitioners on various 
special committees of the staff would logically 
ensue. 

Conceivably the rapid advancement of med- 
ical science brought about by the discovery of 
new potent remedies far more efficient than any 
known heretofore will give the general practi- 
tioner increasing importance in the care of the 
sick.—From an Editorial in the World Medical 
Association Bulletin, January, 1950. 
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BY CHARLES F. 


WILKINSON, JR. M.D. 


Arteriosclerosis is the term here used to mean atherosclerosis or atheromatosis. 


The relative roles of dietary intake, the synthesis of cholesterol within the 
body, the physical state of the blood lipids, and the destruction and excretion of 
cholesterol are either uncertain or lack acceptance, but provide a basis for discussion. 


THE TERM ARTERIOSCLEROSIS is at best a confus- 
ing one. In this article I shall use it to mean 
atherosclerosis or atheromatosis. 

Atheromatosis is most commonly seen in the 
aorta, but is also very frequently seen in the 
small arteries, such as the coronary arteries and 
the cerebral arteries. It is a disease of the intima. 
Macrophages containing lipid material called 
lipophages invade the intima. The mechanism 
of this invasion is still disputed, but it would 
appear that the weight of evidence is on the 
side of a direct invasion through the intima. 
Leary has demonstrated all stages of the invasion 
of lipophages. 

In addition, it should be pointed out that the 
experimental methods for the production of 
atheromata are as applicable in the young ani- 
mal as they are in the old. Recently, Holman 
has shown that even in very old and far ad- 
vanced atheromatous lesions, it is possible to 
pick out lesions of very recent origin. One 
should, then, consider that the development of 


CONTINUED ON 


arterial atheromata is an episodic process. The 
fact that it occurs more commonly in older 
people than in younger ones may be the result 
of an accumulation of lesions over a period of 
years rather than being due to a process that is 
associated with old or middle age. 

The atheroma is composed largely of cho- 
lesterol, and the evidence that atheromatosis is 
in some way related to cholesterol metabolism 
may be regarded as conclusive. However, the 
mechanism of this relation is widely disputed. 

The relative roles of dietary intake, the syn- 
thesis of cholesterol within the body, the physi- 
cal state of the blood lipids, and the destruction 
and excretion of cholesterol are either uncer- 
tain or lack general acceptance. 


Cholesterol Synthesis in the Body 


There is a great deal known about the syn- 
thesis of cholesterol in experimental animals. 
Bloch and Rittenberg have shown that in the 
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Figure 1. This shows the close structural relationship 
between cholesterol, dehydrocholesterol, and copre- 
sterol. 


rat most of the cholesterol is formed from acetate 
and water. They have also shown that it is un- 
likely that fatty acids are directly involved in 
cholesterol synthesis. 

The exact mechanism of cholesterol formation 
in the human body is not known. It has been 
shown, however, that it can be synthesized. In 
1920 Gamble and Blackfan showed that there 
was a greater output than intake of cholesterol 
in the infant and concluded that it was synthe- 
sized in the body. This has been confirmed by 
other investigators in the adult. 

It has also been shown that diets in which 
cholesterol is low or absent do not have any ef- 
fect on the blood cholesterol of normal people. 
This would indicate that the body can synthe- 
size cholesterol. 

Even in certain types of hypercholesterolemia, 
diets in which cholesterol is low or absent have 
no effect on the ability of the body to maintain 
elevated levels of cholesterol in the blood. 

It appears certain, therefore, that the human 
organism can synthesize cholesterol, and in sufh- 
cient quantities to maintain normal, and some- 
times abnormally high levels. 


Cholesterol in Process 


One cannot discuss the synthesis of cholesterol 
without discussing its absorption, destruction, 
and excretion. 

Cholesterol can be absorbed from the gut by 
either the herbivorous or carnivorous animal. 
The herbivorous animal cannot excrete it as 
quickly as the carnivorous one. In fact, it can 
be shown that herbivora excrete almost no cho- 


lesterol. This inability to excrete cholesterol after 
it has been absorbed explains why the blood cho- 
lesterol in rabbits can be raised so rapidly by add- 
ing it to the diet. From this we must conclude 
that there are at least two different ways in 
which cholesterol is metabolized by various ani- 
mal species. 

Neither dehydrocholesterol or coprosterol (Fig- 
ure 1) can be reabsorbed from the gut. Copro- 
sterol can be formed from cholesterol in the gut. 
This would be one way in which cholesterol 
formed in the body and execreted into the gut 
could be made unavailable for reabsorption by 
the organism. Dehydrocholesterol can be formed 
in the body and excreted into the gut. The in- 
ability of the herbivora to do this as readily as 
the carnivora may explain many specie differences. 

All of this emphasizes the difficulty one has in 
translating conclusions derived from animal ex- 
perimentation in cholesterol metabolism to man 
until more is known about fundamental choles- 
terol metabolism in man. 


Dietary Intake 


During recent years it has been thought by 
many that the blood cholesterol level has some 
effect on the development of atheromata. It is 
thought by Dock and others that the amount of 
cholesterol in the diet is a factor not only in the 
genesis of atheromatosis but also in determining 
the concentration of cholesterol in the blood. 
Doubt has been expressed by many as to the im- 
portance of ingested cholesterol as a controlling 
factor of the blood level, and also as to its etio- 
logic significance in athersclerosis. 

Many of the assumptions of those favoring a 
dietary factor in the production of atherosclerosis 
have been based on the fact that certain races of 
man have less atheromatosis than other races, 
and that they also ingest less cholesterol and ani- 
mal fat. Comparison of this type is difficult, and 
since many other variables, known and unknown, 
are present, conclusions may be fallacious. 

Dietary habits are shaped by many factors, 
among which are: (1) economic considerations; 
(2) availability of foods; (3) personal likes and 


dislikes; (4) age in respect to freedom of choice; 


» (5) dental repair; (6) religious and racial prej- 


udices and taboos; and probably as important as 
any, (7) the dietary habits of the head of the 


house, be it male or female. 
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In a recent study as many as possible of these 
factors were kept constant. Most of the people 
studied lived in rural areas but approximately 
20 per cent lived in cities. All had economic free- 
dom of choice. Meals were planned, cooked, and 
served by one person, the housewife, in each of 
the several groups. The study was carried on 
long enough to rule out seasonal variation. The 
groups studied were told not to change their eat- 
ing habits, and to record everything they ate. 

It would appear that comparisons of individ- 
uals studied in this way are inherently superior 
to broad generalizations where no effort is made 
to control or even enumerate known variables. 

The group studied was a large kindred (or 
family group) extending over four living gener- 
ations. An inherited metabolic defect (essential 
familial hypercholesterolemia) was present. This 
defect was of such a nature that the blood cho- 
lesterol was increased in some members of the 
family, and was increased in two different de- 
grees. In one group with increased blood choles- 
terol levels, xanthoma tuberosum was present 
and the incidence of atheromatosis was high. 
The other group with increased blood choles 
terol did not have xanthoma tuberosum and it 
was not possible to show that the increased blood 
cholesterol had any effect on life expectancy, 
nor was the incidence of complications reported 
to be associated with high blood cholesterol in 
creased significantly. 

It was shown that the level of the total blood 
cholesterol was unrelated to the absolute amounts 
of carbohydrate, fat, protein, and cholesterol in 
the diet. Since the ages varied from less than one 
year to fifty-nine years, it was concluded that a 
more significant comparison could be made if 
the per cent of the caloric intake resulting from 
each component was used as the variable, rather 
than the absolute amount. It was shown that 
again there was no relation between dietary 
composition and the total blood cholesterol level 
(Figure 2). 

This does not mean that it has been proven 
that exogenous lipids have little or nothing to do 
with atheromatosis. On the other hand, this 
work does give additional support to that belief. 

Shaffer has reported some interesting data 
after analyzing the autopsy findings of 100 cases 
between forty-seven and sixty-five years of age 
that had been on diets abnormally high in cho- 
lesterol for the treatment of peptic ulcer. He 
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found that the incidence of coronary arterioscle- 
rosis was no greater than in 100 control cases 
that had been on diets much lower in choles- 
terol. 

Wilens has shown that the substitution of al- 
cohol for a large portion of ordinary foods in 
the diet does not have, in itself, an appreciable 
effect on the development of atherosclerotic le- 
sions. He also emphasizes that the materials de- 
posited in atheromatous lesions are not neces- 
sarily derived as such from ingested food. He 
also points out that in excessive alcoholism aver- 
age body weight is usually maintained and the 
liver contains large amounts of fat, suggesting 
that much of the alcohol consumed was con- 
verted into fat. 


The Blood Lipids 
The physical state of the blood lipids in rela- 


tion to arteriosclerosis received relatively little at- 
tention until recently. In the past several years, 
however, it has occupied the efforts of a number 
of investigators. It has been known for some 
time that the number of larger lipid particles 
varies after a meal and that “chylomicrons,” or 
fat particles visible with the aid of a dark-field 
microscope, may not bear a direct relationship 
to the increase in blood fat. 

For instance, during the alimentary hyper- 
lipemia that normally occurs after a fat meal the 
chemical concentration of the fat in the plasma 
may be increased 25 to 75 per cent above the 
fasting level, but the number of “chylomicrons” 
may be increased by 10 or 20 times the fasting 
level. 

Hueper has reported that polyvinyl alcohol 
as well as other polymers of high molecular 
weight could produce lesions similar to arterio- 
sclerosis both in their morphology and distribu- 
tion, if they were injected repeatedly into the 
veins of experimental animals. 

Moreton has recently advanced a theory that 
the physical state of the blood lipids is the cause 
of arteriosclerosis. He has reported that people 
with nephrosis, myxedema, xanthomatosis and 
other diseases which predispose to arterioscle- 
rosis have an increased number of “chylomi- 
crons” even in the fasting state, and that poly- 
vinyl alcohol and the other substances used by 
Hueper are also in large particles or “chylomi- 
crons” after injection. 
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TOTAL BLOOD CHOLESTEROL 


IN MILLIGRAMS PER 100 CC. 
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Figure 2. These two graphs show that there was no relation between total cholesterol intake 
or per cent of total calories due to cholesterol and the blood cholesterol. Similar graphs were 
constructed for carbohydrate, fat, and protein. 
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His theory is that large lipid particles which 
pass with the lymph into the intima incite the 
foreign body response which is a characteristic 
histologic feature in early experimental athero- 
matosis. He believes that triglycerides and fatty 
acids are rapidly resorbed or metabolized and 
that cholesterol, being more inert, remains be- 
hind and accumulates in the slowly developing 
lesion. He believes that the accumulation of 
lipids in the arterial intima is a local mechanical 
problem and is unrelated to general body bal- 
ance or over-all metabolism of the body lipids 
(Figure 3). 

Bevans, Kendall, and Abell have produced 
atheromata by repeated intravenous injections 
of cholesterol suspensions. They noted micro- 
scopic evidence of lipid within the intima of the 
aorta three hours after a single injection. They 
did not, however, report the particle size of 
their cholesterol suspensions. 

Pollak showed that subintimal cholesterol de- 
posits could be demonstrated immediately upon 
the completion of injection of cholesterol sus- 
pensions and that the number of lesions was 
larger upon injecting coarse rather than finely 
dispersed cholesterol. He also reported that the 
number of atheroma-like lesions decreased if the 
experimental animal were allowed to survive 
after a single injection. 

It appears safe to say then that the physical 
state of the blood lipids is probably a factor in 
the pathogenesis of atheromatosis. 


Interrelation of Blood Lipids 


Since the ratio of the various blood lipids is 
altered in certain disease states, and normally 
changes after meals, it is not surprising that 
some investigators have studied these variations 
in relation to the formation of atheromata. It is 
likely that the ratio of the blood lipids to one 
another may even determine, to some extent, 
particle size since some of the lipids are hydro- 
phylic and some hydrophobic. Most of the data 
reported so far, that bears on this subject, has to 
do with animals other than man, but it appears 
to be an important knot in the tangle of human 
arteriosclerosis. 

Kellner and his co-workers have reported that 
they could elevate the blood cholesterol in rab- 
bits by the intravenous injection of such deter- 
gents as Tween 80 and Triton A-20. The serum 
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Figure 3. Here is an attempt to portray Moreton’s 
theory diagrammatically. 3a shows the large size 
lipid particle (chylomicron) resting against the intima 
of an artery. Cholesterol, which would really be dis- 
bursed through the particle, is shown as an inert 
core. 3b shows the chylomicron after it has entered 
the intima and the progressive resorption of trigly- 
cerides and fatty acids, leaving the “relatively 
inert” cholesterol behind. 


became milky, which would speak for an in- 
crease in neutral fat. There was also an increase 
in the phospholipids. They found that the re- 
peated intravenous injection of either Tween 80 
and Triton A-20 into rabbits fed a high choles- 
terol diet retarded or prevented the development 
of atherosclerosis. This was in spite of the fact 
that rabbits given the intravenous detergents 
had far higher mean levels of the blood choles- 
terol than the control animals, which were also 
fed cholesterol but did not receive the deter- 
gents. 

The controlling factor in this experiment 
seemed to be not the level of the blood choles- 
terol, but its relationship to the phospholipids 
in the blood. When the phospholipids were ele- 
vated in the same proportion as the cholesterol 
the incidence and severity of atherosclerosis 
were decreased. If, however, the phospholipid 
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did not parallel the rise in cholesterol there was 
rapid production of atheromata. No such protec- 
tion was noted if the detergents were given by 
mouth, and intravenous detergents were ineffec- 
tive in the resorption of atherosclerosis previous- 
ly produced by cholesterol feeding. 

Duff and Payne have shown that diabetes 
produced in rabbits by alloxan actually inhibits 
the formation of atheromata. This, of course, is 
digectly opposite to the commonly accepted idea 
that human diabetes causes an increase in the 
incidence of arteriosclerosis. The neutral fat in 
the diabetic rabbits showed a much greater rise 
in proportion to the increase in total cholesterol 
than it did in the control rabbits. 

This type of work has yet to be interpreted 
in relation to human atheromatosis. It does, how- 
ever, serve to illustrate the complexity of the 
subject and should discourage us from expecting 
too simple an answer. 

Sharlit reported that the inherent stability of 
colloidal suspensions in blood serum of humans 
was not dependent on the arithmetical total of 
the serum lipids, but rather upon the composite 
character of the serum lipids. The only lipid 
that was varied during his experiments was cho- 
lesterol. However, Sharlit emphasized the pos- 
sible importance that variations in the other 
lipid components, with respect to a constant cho- 
lesterol content of the serum, might have on the 
stability of the blood lipids in the colloidal state. 

It appears reasonable to say that the interrela- 
tion of the blood lipids is of importance in ex- 
perimental arteriosclerosis and undoubtedly will 
be thoroughly investigated in both experimental 
and human atheromatosis before we finally ar- 
rive at an answer to the problem, which is, the 
prevention and treatment of arteriosclerosis. 


Metabolic Factors 


There can be no doubt that the state of the 
body metabolism has a great deal to do with the 
development of atheromata. It would be impos- 
sible to cover all the material available on this 
and I shall thus select only a few examples. 

Wilens has shown that atherosclerosis is more 
likely to develop in obese than in underweight 
people. He has also shown that the process can 
be reversed to some extent by a reduction in 
weight. 

Diabetes and myxedema are known to be as- 


sociated with an increased incidence of athero- 
sclerosis. Recently Stearns and his co-workers 
have reported that 75 per cent of fifty diabetics 
at autopsy showed significant coronary artery 
disease and one-third of them died of acute coro- 
nary heart disease. They feel that with this dis- 
ease women over forty are as likely to have 
coronary atherosclerosis as are men and that dia- 
betics have coronary artery occlusions twice as 
often as nondiabetic men and eight times as 
often as nondiabetic women. 

On the other hand Underdahl and Smith in 
reviewing the records of 95,000 women under 
forty seen at the Mayo Clinic over a ten-year 
period found only twenty-seven with unequiv- 
ocal evidence of coronary artery disease, and of 
these only one had diabetes. They felt that 
obesity, hypertension, and hyperlipemia were 
the conditions nearly always associated with 
coronary atheromatosis in women under forty. 

Bruger and Chassin in 1940 reported that the 
hypertensive state leads to an increased deposi- 
tion of cholesterol in the renal arteries. Recently 
Faber has demonstrated this in the aorta. 

Certain inherited metabolic disorders are as- 
sociated with an increased blood cholesterol. 
Certain of these individuals have atheromatosis 
early in life, but some do not. Here again much 
more must be known about fundamental cho- 
lesterol metabolism in the human body before 
many apparent contradictions can be reconciled. 


Summary 
Cholesterol can be manufactured by the body 


in large amounts. 

Except in certain metabolic disorders, the 
level of the blood cholesterol is not affected by 
the diet. 

Hypercholesterolemia, per se, is probably 
not the cause of atheromatosis. 

The physical state of cholesterol and the other 
blood lipids seems to be an important factor in 
the production of atheromata. 

Experimentally, the interrelation of all the 
blood lipids appears more important than the 
concentration of any single one. 

Atheromatosis should be thought of as an epi- 
sodic, intermittent, and cumulative disease. The 
fundamental underlying process can occur at 
any age. 

An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 
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BY STEVENS J. MARTIN, M.D. 


There has been on ever-growing demand for physician anesthesia. The number 


of certified anesthesiologists is still very small. A recent survey, however, has 


shown that there are thousands of general practitioners doing part-time anesthesia, 


many of whom wish a refresher course. Such instruction is now being provided. 


Ir IS A WELL-ESTABLISHED FACT that America 
today is the undisputed leader in world medi- 
cine. Its many advances in providing better 
health for a better world have been achieved by 
the tireless, combined, and productive efforts of 
its medical schools and hospitals, its laboratory 
and clinical investigators, and its specialists and 
general practitioners. The latter, by virtue of 
their numbers, exceeding 100,000 or over 70 
per cent of the physicians in the country, and 
more importantly, by virtue of their loyalty, de- 
votion, ever-readiness, and intimate patient- 
physician relationship, have gained the whole- 
some and commanding respect of our public. 
Among their many exhausting responsibilities is 
the request by the surgeon and/or patient to ad- 
minister anesthesia. Such a request reflects not 
only the growing popular demand for safe and 
efficient anesthesia but also the unavailability of 
the full-time qualified anesthesiologist or other 
personnel—particularly in rural areas and smaller 
communities. A recent survey by the American 


Society of Anesthesiologists, Inc, has revealed 
that more general practitioners administer anes- 
thesia by choice or necessity than was previously 
surmised. 

To aid the general practitioner in providing 
optimum anesthesia for his patient, it is our aim 
here: (1) to review briefly the recent advances 
in anesthesiology of interest to the general prac- 
titioner; (2) to point out his anesthesiologic 
obligations, and (3) to describe a plan of re- 
fresher courses by which such obligations may 
be successfully carried out. 

The introduction of Vinethene by Leake and 
Chen and of cyclopropane by Waters made in- 
halation anesthesia safer, more pleasant, and de- 
sirable for a greater variety of patients. Vine- 
thene has enjoyed great popular use in open- 
drop anesthesia by the dentist and full- and part- 
time physician anesthetist. The availability of 
ultra-short acting barbituric acid derivatives, par- 
ticularly sodium pentothal with its clinical eval- 
uation by Lundy et al., have made intravenous 
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anesthesia in selected patients safe, convenient, 
and highly desirable. When the technique of its 
administration is properly employed and its limi- 
tations and complications fully respected, it can 
be administered safely by any physician anes- 
thetist. 

Regional anesthesia has received a great im- 
petus by the availability of many newer agents 
in addition to procaine, such as Metycaine, Pon- 
tocaine, Nupercaine, Intracaine, and Monocaine. 
Each preparation presents certain advantages 
and disadvantages in anesthetic management, 
the duration of effect commonly paralleling an in- 
crease in toxicity. Procaine, being the least toxic 
of the series, is still the most widely employed 


agent for spinal anesthesia, nerve and field © 


blocks, and local infiltration. The techniques by 
which these agents have been employed have 
been refined and new ones introduced. Thus, 
we have continuous caudal and continuous 
spinal anesthesia with the use of a malleable 
needle or with a ureteral catheter. Neither is 
considered the ideal procedure for all patients 
and both require technical skill, experience, and 
mature clinical judgment for their success and 
safety. 

Recent advances in chemistry have also re- 
vealed many new drugs of great use to the an- 
esthesiologist. Some of these are new synthetic 
analgesic agents such as Dilaudid, Demerol, and 
methadon which possess a few advantageous 
properties over those of morphine in some pa- 
tients. Their availability has made pre- and post- 
operative medication of patients by the anesthe- 
siologist a highly refined and gratifying proced- 
ure. Other new drugs are the analeptics, such as 
picrotoxin and Metrazol, whose use has been 
greatly popularized by the anesthesiologist in the 
treatment of barbiturate poisoning, morphine 
overdose, etc. Still another drug, whose method 
of extraction has been greatly refined and clini- 
cal uses highly acclaimed, is curare—a once 
dreaded arrow poison. While employed by the 
physician and surgeon for a variety of condi- 
tions, its use by the anesthesiologist to provide 
optimum muscular relaxation without deepening 
general anesthesia has aided immeasurably his 
anesthetic management of poor-risk as well as 
average surgical cases. 

The intravenous injection of procaine, once 
considered fatal and condemned, now enjoys 
considerable popularity. The list of reported di- 


agnostic and therapeutic indications for intra- 
venous administration of procaine is ever grow- 
ing. Its efficiency in controlling serum sickness 
and cardiac arrhythmias of reflex origin, and in 
treating pain of various causes (postoperative, 
metastatic carcinoma, rheumatoid, osteo and 
traumatic arthritis, sprains, etc.), has been con- 
firmed by some investigators and not entirely 
accepted by others. While it is a promising 
therapeutic advance, the intravenous adminis- 
tration of procaine is not without its complica- 
tions and fatalities. It should be employed only 
by physicians thoroughly conversant with its limi- 
tations, contraindications, symptomatology, and 
treatment of idiosyncrasy or overdose. 


What Are the Obligations? 


The questions then may be logically asked, 
“How can the general practitioner better his an- 
esthetic care of patients?” Specifically, “what are 
his anesthesiologic obligations?” These can be 
briefly summarized as follows: 


1. The present-day general practitioner should 
be conversant with some of the more fundamen- 
tal concepts of anesthesiology, namely—(a) that 
administration of anesthesia is not only an art, 
but a science dependent upon the clinical appli- 
cations of physiology, pharmacology, anatomy, 
and other basic medical sciences; (b) that be- 
cause there is no ideal anesthetic agent or tech- 
nique per se, and because there is much indi- 
vidual variation in the response of man to vari- 
ous stimuli, in health and in disease, the an- 
esthetic management of patients must be indi- 
vidualized; (c) that all anesthetic agents have 
their advantages and disadvantages, limitations, 
contraindications, complications, and treatment. 

2. Each patient before anesthesia should be 
evaluated as to his physical status. This should 
include a survey of a brief medical history, physi- 
cal examination of his cardiovascular, respira- 
tory, and central nervous systems, and essential 
laboratory data. Deficiencies of blood or its cellu- 
larcomponents, etc., should be corrected pro- 
phylactically. His mental status, i.e., the pres- 
ence of pain, irritability, or apprehension, should 
be determined and allayed by proper pre-anes- 
thetic medication. The anesthetic agent and 
technique should then be decided upon in view 
of his over-all status as a surgical risk, the re- 
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quest by both the patient and surgeon for a par- 
ticular anesthesia, and the type of surgery to be 
performed. Routinization of anesthesia for any 
patient or condition is dangerous and is there- 
fore condemned. 

3. The general practitioner, by virtue of his 
instruction in anesthesia in his medical school, 
during his internship and/or postgraduate re- 
fresher courses, should be qualified to administer 
safely and adequately: 


a. Open-drop anesthesia with at least the use of 
Vinethene and ether on a mask. 

b. Single injection spinal anesthesia for lower 
abdominal surgery with procaine, Metycaine, 
or Pontocaine with glucose. 

c. Intravenous sodium pentothal anesthesia, 2% 
per cent concentration and a rate not exceed- 
ing one gram per hour and preferably with 
oxygen or nitrous-oxide-oxygen mixture (50 
per cent to 50 per cent) by mask delivered by 
an accepted, commonly employed anesthesia 
machine. The latter implies preliminary in- 
struction in the use of such an apparatus. 

d. Modifications or additions to the above 
named anesthetic agents and techniques, can 
be and are carried out by general practition- 
ers. This is commendable but, of course, is 
only recommended after adequate approved 
instruction in the academic and clinical prin- 
ciples involved. 


4. Any physician administering an anesthetic 
agent should be familiar with the more common 


complications and their treatment. Thus, during - 


open-drop anesthesia, he should be able to 
handle complications such as oropharyngeal res- 
piratory obstruction, cyanosis, asphyxia, vomit- 
ing, laryngospasm, bronchiospasm, or apnoea. 
During spinal anesthesia, one may see respira- 
tory or circulatory depression, apnoea, vomiting, 
syncope, or death from medullary paralysis. And 
during intravenous sodium pentothal anesthesia, 
the following complications may occur: hypo- 
ventilation, apnoea, laryngeal spasm, oropharyn- 
geal obstruction, bronchiolar spasm, circulatory 
depression, or death. Some of these complica- 
tions can develop during the emergence from 
anesthesia. Others, such as atelectasis, pneu- 
monia, peripheral vascular collapse, are seen in 
the latent recovery period. Careful records of 
blood pressure, pulse, and respiratory rates, be- 
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fore and during anesthesia, and a close follow- 
up of the patient during his early recovery 
period may reveal indications for prophylaxis 
and therapy of complications and, hence, are es- 
sential to modern anesthetic management. 

5. Lastly, like every other physician, the gen- 
eral practitioner doing part-time anesthesia 
should periodically take a refresher course in 
anesthesia if he is to keep abreast of current 
progress and to continue to provide modern an- 
esthetic management for his patients. In the past, 
such postgraduate courses were not readily ob- 
tainable or were limited in scope. Today, they 
are available to all general practitioners, at their 
convenience, and in virtually every part of the 
country. 


A Survey of the Need for Courses 


Approximately a year ago, the American So- 
ciety of Anesthesiologists, Inc. requested its 
Committee on Medical Schools and Postgradu- 
ate Education to survey the desire and need for 
refresher courses for general practitioners doing 
part-time anesthesia. It was realized that the 
growing demand for physician anesthesia cannot 
possibly be met by the 4,000 members of the 
Society and that both the public and medical 
profession at large would benefit by the avail- 
ability of competent fart-time anesthesiologists, 
particularly in rural areas and smaller hospitals. 
Analysis of a questionnaire last spring revealed 
that (1) many general practitioners doing part- 
time anesthesia desire instruction in modern an- 
esthetic management with the more commonly 
employed agents and techniques, and (2) even 
more importantly, that many would like to ad- 
minister anesthesia to their patients if they could 
receive adequate instruction. Thus, a plan was 
formulated to provide postgraduate instruction 
in anesthesia for general practitioners. To date, 
there are 110 instruction centers located in vari- 
ous parts of the country, headed by qualified 
anesthesiologists who have offered their teach- 
ing and clinical facilities. The following general 
principles briefly describe the policy of courses 
offered: 


1. The program of instruction is flexible and 
the needs of each candidate are considered in- 
dividually. 

2. One-day sessions extended over several 
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weeks are available for those living at a com- 
muting distance from an instruction ‘center. For 
those residing further away, compact courses of 
from one week to six months’ duration can be 
arranged. 

3. Courses will emphasize clinical aspects of 
anesthesia with minimum but adequate stress 
on theoretic considerations. Lectures and demon- 
strations will be supplemented with general dis- 
cussions and supervision of anesthetic manage- 
ment. Where feasible, mimeographed lecture 
outlines will be given to students. 

4. No fee will be charged unless made ab- 
solutely necessary by hospital policy. 

5. To supplement further the teaching pro- 
gram, the instructor will make himself available 
for telephone, telegraph, or other personal con- 
sultation service. 

6. This instruction is available to any physi- 
cian interested in anesthesia whether or not he 
is a member of the A.S.A. for the sole purpose 
of providing better patient care to the public. 


Shortly after the plan for postgraduate instruc- 
tion to general practitioners doing part-time an- 
esthesia was announced in the General Practice 
News, the ].A.M.A., Anesthesia News Letter, and 
various state medical journals, the Anesthesia 
Society and Committee headquarters were liter- 
ally deluged with requests from physicians all 
over the country. These were answered as 
promptly as possible with a currently revised list 
containing the names and addresses of the 110 
qualified anesthesiologists (with a notation of 
their courses) who have volunteered to parti- 
cipate in this teaching program. The program 
got under way last summer with 179 applicants 
taking courses in anesthesia. 

To facilitate our plan still further and to in- 
crease the number of applicants, it was decided 
to have the officers of each one of the 35 com- 
ponent societies of our national organization con- 
tact all general practitioners in their area who 
are engaged or might become interested in part- 
time anesthesia. Accordingly, another question- 
naire was prepared and mailed to the component 
Society officers. The response was gratifying and 
revealed enthusiastic progress. At the present 
writing, 16 of the 35 component societies of the 
American Society of Anesthesiologists, Inc. have 
active programs in anesthesia postgraduate in- 
struction, 12 more have completed plans to in- 


itiate such teaching, and the remainder hope to 
do so in the near future. 

A variety of methods are now being employed 
to aid the general practitioner obtain instruction 
in anesthesia. Perhaps the most popular one is 
that of repeated one-day sessions of the general 
practitioner with a qualified anesthesiologist. 
Such close contact and highly personalized in- 
struction is invaluable to the busy practitioner. 
This method has been in progress in some hos- 
pitals for many years. Other plans of instruction 
differ from this but have been found equally 
desirable. In Colorado, the District of Columbia, 
New York, and some New England states, 
teaching programs of 3 to 14 consecutive days 
have been well received. In Wisconsin, one-day 
symposia, sponsored by the State Society of Anes- 
thesia and held in different cities, have been popu- 
lar and well attended. Kansas has adopted what 
might be termed a chautauqua circuit in which 
approximately sixteen cities are visited by compe- 
tent anesthesiologists who present a morning 
and evening session in anesthesia for general 
practitioners. The Missouri State Society of An- 
esthesia has supplemented its instruction of the 
general practitioner’ in anesthesia by printing 
and mailing to those interested, an abstract or 
information bulletin on subjects, such as, “Pre- 
medication for Anesthesia” and “Indications and 
Contra-indications of the Various Anesthetic 
Agents.” Other component societies of anes- 
thesia have established a routine telephone con- 
sultation service for the general practitioner do- 
ing part-time anesthesia and a speaker's bureau 
for those desiring periodic informal evening ses- 
sions. 

It is obvious that no one plan to instruct the 
general practitioner in anesthesia has been con- 
sidered ideal or can be recommended for uni- 
versal adoption. It is equally clear that the ef- 
forts of our component societies to support this 
teaching program have been a major factor in 
establishing an acceptable and effective plan for 
all interested, regardless of their location. 

The phases of anesthesia emphasized in the 
different courses for general practitioners, ana- 
lyzed in the last questionnaire were just as vari- 
able, flexible, and individualized as the methods 
of instruction. Only one basic policy was ad- 
hered to, namely, to meet the needs of the ap- 
plicant. Thus, some general practitioners re- 
quested and received instruction in the theory 
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and practice of inhalation anesthesia, others 
wished spinal anesthesia, while still others felt 
the need for studying sodium pentothal anes- 
thesia, endotracheal techniques, infant resuscita- 
tion, etc. In all instances, a sincere attempt was 
made to determine and meet the needs of the 
busy general practitioner interested in anes- 
thesia. 

An effort was made to determine the total 
number of general practitioners who have ac- 
tually taken instruction in anesthesia during the 
past year. The number of students in each in- 
struction center ranged from three to twelve 
per year. Attendance at the different 1- to 7-day 
sessions varied from forty to seventy-five; that at 
the 1- to 6-month courses averaged fourteen. 
From these figures, the number of general prac- 
titioners taking postgraduate instruction in anes- 
thesia in 1949 was 1,247. 

The American Society of Anesthesiologists, 
Inc. has made significant progress in 1949 in 
providing refresher courses in anesthesia for the 
general practitioner. It has already completed 
plans to intensify its effort in this direction dur- 
ing 1950 and is ever ready to cooperate with the 
American Academy of General Practice. It is 
hoped that eventually all general practitioners 
interested in or actually administering anesthetic 
agents will avail themselves of our opportunity 
for instruction so that their patients may receive 
the safest and the most modern, efficient anes- 
thetic management. 
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Summary 


An attempt was made in this presentation to 
review the recent advances in anesthesia of in- 
terest to the general practitioner, to emphasize 
his anesthesiologic obligations to his patients, 
and to describe a plan for postgraduate study 
sponsored by the American Society of Anesthes- 
iologists, Inc., whereby such obligations could 
be successfully carried out. 

The demand for modern, safe, and efficient 
anesthetic management by patients and surgeons 
alike, is ever growing and cannot be met today 
by certified anesthesiologists alone. Analysis of 
two questionnaires revealed the desire of many 
general practitioners for introduction into the 
practice of anesthesia or for continuation study 
so that optimum anesthesia may be given to 
their patients in rural areas or in smaller hos- 
pitals. A national plan to provide such in- 
struction, essentially free-of-charge, with a vari- 
ety of subjects and methods of instruction to all 
general practitioners, was initiated last summer. 
By the end of the year, 1,247 applicants were 
enrolled. Plans are now underway to intensify 
this teaching adventure in the hope that even- 
tually all general practitioners interested in anes- 
thesia will avail themselves of the opportunity to 
give their patients the safest and most optimum 
anesthetic management. 

An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 
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Practical Lherapeuties 


ARTERIAL HYPERTENSION 


Discussants: EDMUND L. HOUSEL, M.D., and OSCAR T. WOOD, M.D. 


HYPERTENSION is one of the most common con- 
ditions encountered in general practice and, with 
an increasing population over the age of fifty, 
its practical management is of paramount impor- 
tance. Time spent taking a careful history will 
be well repaid. One should establish the exist- 
ence of previous or present infections; evidence 
of cardiovascular or renal disease, and the rela- 
tive involvement of heart, brain, and kidney; of 
environmental, economic, or marital tensions, as 
well as other factors which may contribute to 
maladjustments, frustrations, and fears. Medical 
treatment involves the use of rest, drugs, diet, a 
way of life, and psychotherapy. Surgical treat- 
ment involves sympathectomy, and rarely neph- 
rectomy. 


General Practitioner: Much has been written lately 
about the dietary treatment of high blood pressure. 
What of the Kempner rice diet? Is it adequate alone 
or must it be supplemented with vitamins? How 
long does one keep the patient on the Kempner 
diet? 

Answer: The rice diet was first proposed by Dr. 
Walter Kempner of Duke University in 1944. 
He postulated that the ordinary mixed diet con- 
tains constituents which increase the production 
of abnormal, harmful substances by the diseased 
kidney cells. This was a metabolic rather than 
an excretory disturbance of the kidney. The 
harmful substances lead to the development of 
hypertension. By restricting the diet it might be 
possible to correct this metabolic dysfunction. 
The rice diet consists of rice, sugar, fruit, and 
fruit juice. The first three may be taken in un- 


From the Department of Medicine, Jefferson Hospital, 
Philadelphia, Pennsylvania. 
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limited quantities; the juice is usually limited 
to 700 to 1,000 cc. The rice is boiled for twenty 
minutes and then steamed or washed. The fruit 
may be fresh or stewed. Mixing the fruit, e.g., 
applesauce or stewed rhubarb, with the boiled 
rice adds variety. Tomato or vegetable juices are 
not allowed. No salt is permitted. Two thousand 
calories of this diet contain 20 Gm. of protein, 
5 Gm. of fat, 460 Gm. of carbohydrate, 0.200 
Gm. of chloride, and 0.150 Gm. of sodium. The 
cooperation of the patient varies directly with 
the enthusiasm of the physician. In clinic prac- 
tice, group instruction is very helpful. The good 
results of the diet have been variously ascribed 
to protein restriction, specific amino acid restric- 
tion, sodium restriction, loss of weight, and psy- 
chotherapy. The diet must be supplemented 
with vitamins. Any of the standard supplemen- 
tary vitamin formula capsules containing both 
the fat-soluble and the water-soluble vitamins 
are satisfactory. Ferrous sulfate 0.2 Gm. three 
times daily should also be added. 

If there is no improvement after six to twelve 
weeks of the diet, there is probably nothing to 
be gained by continuing the diet. In those pa- 
tients who show improvement, some will have 
to continue the diet indefinitely, others may 
modify their diet by the addition of nonlegu- 
minous vegetables, potatoes, lean beef, chicken. 
fish, or eggs. If relapse occurs, the patiént must 
return to the strict rice diet. 


General Practitioner: What of the Grollman low-sodi- 
um diet? Is there any danger associated with its 
deprivation of sodium and if so, what precautions 
should be observed? 


Answer: The Grollman low-sodium diet is one 
in which sodium is drastically restricted, i.e., 
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0.500 Gm. or less daily. The diet is somewhat 
more varied than the Kempner rice diet, and 
consists chiefly of fruits and vegetables, sugar, 
lean meat, cereal, eggs, and coffee. Low-sodium 
milk, unsalted butter, and salt-free bread may also 
be added. 

Patients must be watched carefully for a defi- 
ciency of sodium chloride, especially during hot 
weather when sweating is profuse. Weakness, 
fatigability, anorexia, nausea, muscle cramps, 
and mental dullness are signs of this syndrome. 
If only hypochloremia is present, dilute hydro- 
chloric acid or ammonium chloride by mouth 
will correct the condition. If sodium deficiency 
is also present, some sodium chloride will have 
to be added to the diet. Determination of blood 
sodium and blood chloride is necessary for cor- 
rect diagnosis and treatment. 

Sodium chloride restriction in patients with 
renal insufficiency with azotemia may be dan- 


gerous and should be avoided. 


‘General Practitioner: What of the low cholesterol, 

low calorie diet? 
Answer: Restriction of cholesterol has been pro- 
pesed because of the alleged relationship of 
dietary cholesterol to the production of ather- 
sclerosis. There is a great deal of conflicting 
testimony on this point. Until the question 
is settled, it would seem wise to restrict mod- 
erately the cholesterol-containing foods espe- 
cially in those patients who have high blood 
cholesterol. Other factors including the metabo- 
lism of cholesterol in the body are probably as 
important as, or more important than, the dietary 
intake of cholesterol. 

Restriction of calories is important in the 
obese, but should not be used in patients of nor- 
mal or less than normal weight. 


General Practitioner: Is weight loss in the obese im- 
portant? Do you use any other approach to this 
problem besides the dietary? 
Answer: Weight loss in any obese person is al- 
ways important. Overweight is often associated 
with reduced longevity. Obesity in a hypertensive 
person is even more dangerous than in a normo- 
tensive patient, because of the presence of two 
life-shortening factors, obesity and hypertension. 
The dietary approach is the most important 
and fundamental approach to this problem. In 
certain patients, however, the use of appetite- 
reducing drugs like amphetamine is helpful. In 
our experience, these drugs when used in the 
dosage necessary to control appetite rarely if 
ever cause a rise in the level of blood pressure. 
Some patients may be sensitive to amphetamine . 
as they may be to the caffeine in coffee. They 
may experience nervousness and insomnia which 
is undesirable in hypertensive patients. 


General Practitioner: Does alcohol or tobacco exert 
any deleterious effect on the hypertension patient 
(both young and old) and how does one determine 
their influence? 

Answer: There is a great deal of scientific evi- 
dence concerning the effects of alcohol and to- 
bacco on the human body. There is also a great 
deal of folklore. It would be safe to say that 
alcohol and tobacco in moderation probably exert 
no deleterious effect on the hypertensive patient. 
Alcohol may be particularly helpful in allaying 
nervous tension and anxiety; it produces _peri- 
pheral vasodilatation. Moderation should be the 
keynote. We do not want to add the problem of 
chronic alcoholism to that of hypertension. To 
ask a person who has smoked for years to stop 
smoking will frequently cause such an increase 
in irritability that more harm than good will re- 
sult. Smoking for the patient with the compli- 
cations of angina pectoris or coronary artery dis- 
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ease may be harmful. Some authorities will dis- 
agree with this statement. A highball in this case 
is probably better than a cigarette or cigar. 


General Practitioner: Can tea and coffee be per- 
mitted in moderation or should their use be re- 
stricted? 

Answer: Coffee and tea may be permitted in 
moderation unless they cause increased nervous- 
ness or insomnia. 


General Practitioner: Does the patient's occupation 
have any close relationship to his hypertension? 
What are the indications, if any, for ordering a com- 
plete change of occupation? 

Answer: The patient's occupation has no close 
relationship to his hypertension, except in so far 
as it causes emotional conflict and nervous ten- 
sion. Emotional conflict acting through the auto- 
nomic nervous system can supposedly induce or 
increase vasoconstriction thus aggravating hyper- 
tension. An evaluation of a patient’s adaptation 
to his occupations may be a key point in the 
management of his hypertension. In the hyper- 
tension associated with lead poisoning, there is 
a close relationship between the lead poisoning 
and the hypertension. If it is determined that 
a person’s work involves long hours of heavy 
physical labor or strenuous mental activity, or 
that the work causes undue feelings of anger, 
hostility, anxiety, frustration, or insecurity, it 
may be suggested that the person change or 
modify his job. This is frequently a complex 
problem involving many and variable factors. 
It cannot always be solved satisfactorily. Cardiac 
complications may naturally necessitate restric- 
tion in physical activity. 


General Practitioner: How do you determine the 
presence of a renal factor in hypertension, and how 
does it influence your therapy? 

Answer: The presence of a renal factor in hyper- 
tension is determined by history, physical exami- 
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nation, and laboratory examination. History may 
indicate family history of Bright’s disease, poly- 
cystic kidney, previous kidney disease, renal cal- 
culi, scarlet fever, toxemia of pregnancy, or 
symptoms of kidney disease such as frequency, 
hematuria, nocturia, etc. Physical examination 
may reveal edema and/or enlarged kidneys. 
Laboratory examination may reveal albuminuria, 
hematuria, or casts in the urine. Recording of 
the output-intake may show oliguria. Functional 
tests may indicate reduction or fixation of spe- 
cific gravity, reduction in urea clearance, or 
P.S.P. excretion. There may be azotemia as 
shown by an increase in blood urea nitrogen. 
Other more difficult tests, such as the inulin 
clearance and the diodrast clearance tests, may 
show deviations from normal. . 

In all hypertensive patients, renal damage is 
progressive. In some it is so slow as to be almost 
imperceptible, in others, very rapid. For the slow 
benign course, no treatment may be needed. If 
progress becomes more rapid, dietary treatment 
such as the low-sodium or the rice diet, or sym- 
pathectomy might be considered in an effort to 
halt the downward trend of the disease. In the 
malignant phase with renal insufficiency and 
azotemia, there is no known treatment. 


General Practitioner: What information do you get 
from examining the patient's eye grounds? How 
often do you do it? Are the changes transient, and 
do they afford a guide as to the patient's response 
to therapy? Does the presence of normal eye 
grounds alter your therapeutic management as com- 
pared to a situation wherein papilledema is pres- 
ent? 


Answer: By examining the patient's eye grounds, 
we note the condition of the arterioles, the pres- 
ence of spasm or arteriolarosclerosis, the presence 
of hemorrhages or exudates, the condition of 
the optic disks—papilledema or normal. The ex- 
amination should be done every time the patient 
is seen. The changes are not transient except as 
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spasm is relieved, or hemorrhages or exudates 
are absorbed. Papilledema may rarely disappear, 
usually not, in the untreated patient. After sym- 
pathectomy or the institution of the rice diet, 
papilledema may disappear, so that the changes 
in the eye grounds afford a guide as to the pa- 
tient’s response to therapy, although the vascu- 
lar disease may progress unchecked. A patient 
with normal eye grounds may or may not need 
treatment, while a patient with papilledema cer- 
tainly does need treatment. 

General Practitioner: What laboratory work do you 
consider absolutely essential in the diagnosis and 
management of the case? Are these ordered in any 
certain sequence, and if so, how? How often are 
these tests required and how do their findings affect 
your treatment? 

Answer: Laboratory examinations which are 
done routinely on our hypertensive patients are 
an electrocardiogram, a roentgenogram of the 
chest to determine the size of the heart, complete 
blood count, urinalysis, a urine concentration test, 
urea clearance test (which includes blood urea 
nitrogen), the basal metabolic rate, blood cho- 
lesterol; serum proteins, albumin and globulin, 
and intravenous urogram; cold pressor test, sodi- 
um amytal test, benzodioxane test, tetraethyl- 
ammonium test. These tests are not ordered in 
any sequence. Certainly the tests for cardiac size 
and function and the tests for renal function 
should be repeated often enough to determine 
the severity and rapidity of progression: of the 
hypertensive disease. This may mean twelve, 
six, or three months or even in some cases 
shorter intervals. If the disease is progressing 
rapidly, sympathectomy or rice diet must be 
considered. 


General Practitioner: If the patient has signs of mild 
congestive failure, how would you establish whether 
it was due to a long-standing progressive hyper- 
tension or coincidental to an existing heart disease? 


Answer: Differential diagnosis can be made by rul- 
ing in or out by history, congenital heart disease, 
rheumatic or valvular heart disease, thyrotoxi- 
cosis, myxedema, or other previous cardiac con- 
ditions producing congestive failure; or physical 
examination revealing evidences of the above. In 
hypertension, roentgenogram of the chest will 
reveal rounding, blunting, and elevation of 
cardiac apex, characteristic of concentric hyper- 
trophy. 

As dilatation progresses, the heart assumes 
the so-called boot-shape seen in mild congestive 


failure. As the condition becomes more severe 


all chambers become involved and the globular 


shape is evident. 


General Practitioner: What are the complications or 
dangers associated with a blood pressure reading 
of 260/140? How do you avoid these complications 
and have you any special suggestions regarding 
their management? 


Answer: A blood pressure reading of 260/140 
is always associated with the danger of (1) cere- 
bral vascular episode—encephalopathy, hemor- 
rhage, or thrombosis; (2) cardiac complications 
—left ventricular failure, coronary insufficiency 
with myocardial infarction; or (3) initiation of 
malignant phase with ultimate renal failure. 
Rice diet or sympathectomy might be used for 
treatment of a sustained level of 260/140 mm. 
Hg. In addition to routine treatment of these com- 
plications, one should keep in mind stellate gan- 
glion block and/or papaverine HCl. for cerebral 
thrombosis. Phlebotomy in encephalopathy and 
acute left ventricular failure may be lifesaving. 


General Practitioner: What are the chief causes of 
death in hypertensive disease? 

Answer: The chief causes of death are (1) con- 
gestive heart failure, 50 per cent; (2) myocardial 
infarction, 15 per cent; (3) cerebrovascular ac- 
cidents, 15 per cent; and (4) uremia, 9 per cent. 
Thus 65 per cent die from cardiac complications. 
General Practitioner: How would you determine the 
prognosis? 

Answer: Generally speaking, the higher the 
blood pressure, especially the diastolic, the more 
serious is the prognosis. Blood pressures of 250 or 
greater systolic, and 130 or more diastolic are 
always dangerous. Of fundamental importance 
in determining the prognosis is the severity and 
progression of the vascular damage. Evaluation 
of this damage requires examination of the eye 
grounds and cardiac and renal function tests. 
General Practitioner: Discuss the use, dose adminis- 
tration, duration of use, of: (a) sodium nitrite, (b) 
erythrityl tetranitrate, (c) nitroglycerin, and (d) man- 
nitol hexanitrate. 

Answer: The above drugs have no place in the 
treatment of hypertensive disease, except for the 
use of nitroglycerin to relieve angina pectoris. 
General Practitioner: When do you use thiocyanates? 
Discuss their dose, administration, optimum, and 
toxic blood levels. 

Answer: Thiocyanates are most helpful for the 
treatment of patients who have persistent annoy- 
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ing headaches which are not relieved by the 
usual analgesics. They should never be used in 
patients with any significant degree of renal 
damage. The dosage varies from person to per- 
son, but should be adjusted so that the blood 
level is 8 to 12 mg./100 cc. An average start- 
ing dose would be 0.2 Gm. three times a day for 
three days, 0.2 Gm. twice a day for four days 
followed by blood thiocyanate determination 
weekly until proper level is obtained or until 
blood pressure falls or until headaches are re- 
lieved. A-maintenance dose is then given which 
frequently is 0.2 Gm. daily. Blood determina- 
tions should be done monthiy. Toxicity may de- 
velop at levels greater than 12 mg./100 cc. 
General Practitioner: Discuss the use of sedatives, 
phenobarbital, chloral, bromides, etc. 

Answer: We feel that sedatives are of paramount 
importance in the treatment of hypertensives 
since many of these patients are tense, nervous, 
and unable to sleep. Sedation should be used 
in sufficient dosage to secure relaxation during 
the day and at least eight hours sleep at night. 
For the usual patient phenobarbital 0.015 Gm. 
three times a day with 0.1 Gm. at bedtime suf- 
fices. There are of course many other sedatives 
which are acceptable depending upon the physi- 
cian’s choice and the patient's response. 

General Practitioner: What is the present status of 
tetraethylammonium bromide or chloride, dibena- 
mine, and varatrum viride in the therapy of hyper- 
tension? 

Answer: Tetraethylammonium chloride acts on 
the autonomic ganglia to block the transmission 
of nervous impulses. It interferes with action of 
acetylcholine at this site. Both sympathetic and 
parasympathetic impulses are blocked. The drug 
is of value in determining the site of neurogenic 
influence in hypertensive patients. It is used 
mainly as a testing agent for candidates for sym- 
pathectomy although we have used it occasion- 
ally for treatment. Therapeutically the drug is of 
great value in the relief of headache; question- 
able value is obtained in impending cerebral 
thrombosis. We have used it successfully in the 
encephalopathic syndrome. Occasionally the 
drug is of value in angina pectoris in 50 to 100 
mg. dosage. Increase in vital capacity and re- 
duction in venous pressure follows intravenous 
administration. This drug should be given cau- 
tiously in renal excretory insufficiency since ex- 
cretion is through the renal tubules. The chloride 


is safer because of the danger of developing bro- 
midism with the bromide. The duration of hypo- 
tensive action is only a matter of minutes. 

There is no effective fall in blood pressure in 
patients with renal or humoral hypertension, or 
where there is considerable loss of arteriolar tone 
as a result of sclerosis. The test dose is 300 mg. 
intravenously. This should drop the blood pres- 
sure to normal or nearly so within two minutes 
if the hypertensive influence is predominantly 
ganglionic. It is wise to keep the patient lying 
down for an hour after injecting this drug be- 
cause of the persistence of postural hypotension. 

Dibenamine acts on the peripheral vasocon- 
strictor nerve endings inhibiting the action of 
the humoral mediators sympathin E and epine- 
phrine. The duration of action is twenty-four to 
seventy-two hours. Orthostatic hypotension oc- 
curs in essential hypertension and in normotensive 
individuals following administration of dibena- 
mine. This drug is used in testing patients for 
sympathectomy and also in the treatment of es- 
sential hypertension where the neurogenic in- 
fluence predominates. It should be used with 
caution in treatment since the reactions include 
phlebothrombosis, dryness of the mouth and 
congestion of the nose, drowsiness, and transient 
nausea. Vomiting, mental confusion, emotional 
lability, and loss of sphincter control also compli- 
cate the administration of this drug. These com- 
plications, however, last only a short time. Prob- 
ably more clinic investigation is necessary before 
there will be full acceptance of this drug as a 
therapeutic agent. We have used it with some 
degree of success and would like to see it tried 
more often. 

Veratrum viride acts by reflex inhibition of 
the vasomotor centers to lower the blood pres- 
sure. It is being used experimentally in hyper- 
tension. Unfortunately the toxic and therapeutic 
doses are very close together. In our opinion this 
drug should be used with extreme caution and 
probably will not be of too much value in the 
treatment of essential or other hypertension be- 
cause of its potential danger. 


General Practitioner: What is benzodioxane and how 
is it used in hypertension? 


Answers This drug in appropriate dosage is 
adrenolytic, i.e., it neutralizes epinephrine. It is 
used in testing hypertensive patients for the pres- 
sence of pheochromocytoma. Twenty milli- 
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grams is injected intravenously over a period of 
two minutes. The blood pressure is determined 
before, during, and after administration of the 
drug. In the presence of an adrenalin-producing 
tumor the blood pressure falls abruptly. In es- 
sential hypertension the blood pressure remains 
the same or is slightly elevated. It is well to test 
all hypertensives with benzodioxane since many 
of these cases show a sustained rather than a 
paroxysmal hypertension. If an adrenalin-pro- 
ducing tumor is present a cure will result from 
removal of the tumor. 

General Practitioner: Are there any dangers asso- 
ciated with intravenous therapy in a hypertensive 
patient? 

Answer: The dangers associated with intrave- 
nous therapy are largely the result of hydremia, 
i.e., increase in blood volume, the result of either 
too rapid injection, or the administration of too 
large a quantity of fluid. While cerebral vascular 
episodes could conceivably be precipitated, the 
chief danger is heart failure with pulmonary 
edema. Most patients with existing hyperten- 
sion have potential left ventricular strain and 
therefore should be well judged before contem- 
plating the administration of sizable quantities 
of fluid intravenously. This is particularly im- 
portant in the hypertensive who is or has been 


subjected to surgery. 


General Practitioner: What are the signs of pulmo- 
mary edema and how would you treat it? 
Answer: Pulmonary edema is manifested by 
dyspnea, cough, expectoration, and cyanosis. 
There are rales, dullness to percussion, diminu- 
tion of breath sounds, and even hydrothorax. 
The varying stages of pulmonary edema are for 
the most part due to increase in total blood vol- 
ume and left ventricular failure. Normally a 
considerable fraction of total blood volume is at 
any minute passing through the lungs, and an 
increase in total volume increases this fraction 
and so augments the congestion due to left ven- 
tricular deficit. Treatment consists of rest, diet, 
water and salt restriction, digitalis, and diuretics. 
Acute pulmonary edema represents a medical 
emergency and is the result of rapid dilatation of 
the left ventricle due to sudden increase in blood 
volume, or sudden failure of the left ventricle. 
The lungs fill rapidly with fluid even to the 
point of copious expulsion of frothy, bloody se- 
cretion. Dyspnea and cyanosis are extreme. 
The quickest way to manage this problem is 


phlebotomy with the removal of about 600 cc. of 
blood. Another method of reducing venous pres- 
sure and thereby strain on the right side of the 
heart is to occlude the extremity veins by use 
of tourniquets or blood pressure cuffs. (Usually 
a manometric pressure of 80 to 100 millimeters 
of mercury in the legs and 40 to 50 millimeters 
in the arms.) The cuffs are released serially every 
ten minutes after a period of twenty to thirty 
minutes and reapplied if need be. Care must be 
taken to avoid oligemic collapse. This method 
temporarily traps more blood than actual blood- 
letting. Morphine sulfate, 0.0159—0.030 Gm. 
and atropine sulfate, 0.00059 Gm. should also be 
used. Intravenous aminophylline 0.5 Gm. in 20 
cc. of saline injected over a twenty-minute period 
is sometimes dramatic. The oxygen tent when 
available is of inestimable value. 


General Practitioner: What significance do you at- 
tach to the cold pressor test and the sodium amytal 
test? 

Answer: In our opinion, cold pressor and sodi- 
um amytal tests are valuable adjunctive tests. 
The cold pressor test when positive indicates 
a hyperreactor, i.e., one whose pressure rises 
20/15 mm. or more of mercury after immer- 
sion of the hand in ice water for one min- 
ute. The response is felt to be mediated through 
the sympathetic nervous system. The afferent 
response is due to the painful stimulus of cold. 
The efferent response is due to two components. 
The first is immediate and neurogenic due to 
splanchnic vasoconstriction. The second is de- 
layed and possibly due to renal pressor stimula- 
tion. 

The sodium amytal test is performed by giv- 
ing 0.18 Gm. of sodium amytal every hour for 
3 hours, i.e., a total of 0.54 or 0.5 Gm. intrave- 
nously. Blood pressure is measured during this 
period. If the diastolic pressure drops below 110 
millimeters of mercury during narcosis, good re- 
sults may be expected following sympathectomy. 
This drug acts on the central nervous system. 

The sodium amytal test, according to many 
authorities, is of value in selecting patients for 
sympathectomy although in our opinion it is by 
no means infallible. We believe these tests to 
be empiric and they should only be used as ad- 
juncts in diagnosis. The patient’s entire prob- 
lems should be carefully evaluated before de- 
ciding upon any radical procedure such as sym- 
pathectomy. 
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General Practitioner: What is the significance of 
vitamin A, rutin, hesperidin, garlic, and ascorbic acid 
in the management of hypertension? 


Answer: Vitamin A, rutin, hesperidin, garlic, and 
ascorbic acid in our experience are of no specific 
value in the treatment of hypertension. Vitamin 
A may increase renal excretory function, but this 
has nothing to do with the hemodynamic in- 
fluence in renal hypertension or in essential hy- 
pertension. More conclusive proof of the value 
of these drugs is needed before full acceptance 
for therapy. 

General Practitioner: How would you manage a pa- 


tient with an acute hypertensive crisis? What would 
you do first? 


Answer: Acute hypertensive crisis represents a 
medical emergency and if adequate treatments is 
instituted immediately, the outcome is usually 
favorable. We suggest immediate venesection 
withdrawing 500 to 800 cc. of blood in order to 
decrease blood volume. Lumbar puncture is val- 
uable diagnostically since subarachnoid hemor- 
rhage must be ruled out. The procedure is rarely 
spectacular as far as treatment is concerned. 
Hypertonic sucrose and mannitol solution pro- 
duce a prolonged fall in intercranial pressure 
with little or no secondary rise. Sucrose may pro- 
duce renal tubular injury; mannitol does not. Oc- 
casionally magnesium sulfate 20 cc. of a 10 per 
cent solution intravenously is of value. Admin- 
istration should be slow and cautious. If respira- 
tory depression ensues, 5 per cent calcium 
chloride or calcium gluconate in 20 to 30 cc. 
doses is used. Pentothal sodium intravenously is 
useful in controlling convulsions. We occasion- 
ally use 0.1 to 0.2 Gm. aminophylline and 0.3 
to 1.2 Gm. papaverine intravenously with good 
results. Tetraethylammonium chloride 50 to 200 
mg. intravenously has been used by one of us 
COTW) on several occasions with dramatic re- 
sults. Oxygen inhalations (or tent) may be val- 
uable particularly if congestive heart failure is 
present. 

General Practitioner: What clinic phenomena, ob- 
jective, or subjective, apart from pressure determina- 
tions would indicate hypertension was progressing? 


Answer: The indications showing progression of 
hypertension are as follows: Blurring of vision is 
frequent and progressive, indicating retinopathy. 
Dyspnea and angina frequently are the first 
manifestations of progressive disease. Intractable 
headache, vertigo, and tinnitus frequently super- 
vene as do retinal and capillary hemorrhages. 
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Fatigability, weight loss, and pallor frequently 
herald the approach of the malignant syndromes. 
The encephalopathic syndrome should always 
signify progressive disease. Progressive renal 
damage is almost always noticeable, particularly 
albuminuria and fixation of specific gravity. The 
objective signs are those discussed in previous 


questions. 


General Practitioner: What are the indications for 
sympathectomy? Contraindications? 


Answer: Patients with advanced arteriosclerosis 
and arteriolosclerosis should not be operated 
upon since this process seems to be accelerated. 
It is also unwise to perform this operation upon 
patients over fifty-five years of age. Those who 
have had recurrent cerebral accidents are poor 
candidates as are those who have arrhythmias as 
auricular fibrillation, flutter, block, or congestive 
heart failure which does not respond to treat- 
ment. Angina pectoris representing coronary in- 
sufficiency is certainly a contraindication. Smith- 
wick does not recommend the operation for those 
with high pulse pressure. The best results are 
obtained in patients whose eye grounds show 
Grade I and II. Early malignant hypertension is 
not a contraindication for surgery as we see it, 
although our experience is most limited. Renal 
insufficiency to the degree of clearance above 50 
per cent and concentrating power of 1.018 to 


‘1.020 is not a contraindication, but clearance and 


concentrating power below these figures is a 
definite contraindication as is azotemia. 

We feel that the best operative results may be 
obtained in patients under fifty-five years of age 
and incidentally, the physiologic age is more im- 
portant than the chronologic age. If there is ad- 
vancing vascular disease uncontrollable by other 
means, sympathectomy should be done. Good re- 


sults are occasionally obtained in severely hyper- 


reactive patients (emotion, cold pressor response, 


Valsalva experiment) who have shown symp- 
toms of impending cerebral disease. Some cases 
of early malignant hypertension respond to 
sympathectomy remarkably well. The records of 
Peet show a longevity of five to fourteen years 
following operation. 

Sympathectomy is not a cure for hypertension 
and a physician should not promise this to the 
patient. A certain measure of symptomatic re- 
lief is obtained by this procedure; particularly 
dramatic is the relief of headache and tension. 
Visual disturbances usually vanish as evidenced 
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by fundoscopic examination. We have seen 4. Transdiaphragmatic sympathectomy (Smith- 
retinopathy disappear following sympathectomy. wick). This operation combines supra- and in- 
We believe that the patient best suited for fradiaphragmatic sympathectomy. Each side is 


sympathectomy is one who is in the neurogenic done in one stage. The vasoconstrictor impulses 
stage of essential hypertension or perhaps in the to the legs are interrupted as well as those to 
stage of good vascular responsiveness according the splanchnic area. This operation seems supe- 
to Page's classification. The eye grounds as men- rior to the other. 
tioned are usually Grade I or II. In this type of 5. Total sympathectomy (Grimson). The dis- 
patient the cold pressor and sodium amytal test advantages of complete denervation are increased 
are positive and the tetraethylammonium chloride mortality and morbidity, diminished vital capacity, 
response is favorable, as well as the Valsalva bilateral Horner’s syndrome, difficult postopera- 
maneuver. The latter test is of particular value tive management, patchy sweating, prolonged 
in demonstrating hyperresponsiveness. The renal weakness, postural hypotension, and occasional 
functional tests should be within normal limits decreased fertility. We believe that the Smith- 
or nearly so. Cerebral or cardiac damage should wick operation is the method of choice. It is cer- 
not be present. This type of patient has usually tainly hoped that more experimentation in sym- 
had advantage of all of the conventional forms pathetic nervous system surgery will produce a 
of treatment without success and probably is procedure which will side-step the discomforts 
best treated by sympathectomy. Although rec- and hazards of surgery and produce a totally 
ords show that there is a considerable percent- satisfying result in properly selected patients. 
age of failure not only in this Cideal case) but General Practitioner: Bees aaphrestemy have any 
many other cases, each hypertensive is still an place in the treatment of hypertension? 
individual problem and must be so managed. Answer: Unilateral nephrectomy should be done 
General Practitioner: What advantage do the five only for urologic reasons, not with the primary 
types of sympathectomy accord, if any? hope that the hypertension will be relieved. 
Answer: The five types of sympathectomy which There are in the literature approximately forty 
are employed are as follows. (It should be re- cases of hypertension in whom the blood pres- 
membered that these procedures are experiment- sure is at a normal level two years following uni- 
al steps in the development of surgery for hy- lateral nephrectomy. Most of these were cases. 
pertension. ) of unilateral atrophic pyelonephritis. It must be 
1. Supradiaphragmatic splanchnicectomy a rigid requirement for operation, that the af- 
(Peet). This operation does not denervate as fected kidney be nonfunctioning, and the other 
wide an area as some of the others. Eighty-two kidney be functioning well. To remove any ap- 
per cent of Peet’s patients exhibited consider- preciable amount of functioning renal tissue in 
able lowering of blood pressure and 86 per cent a hypertensive may hasten the end. 
showed symptomatic relief. These figures are General Practitioner: Are there any pitfalls in eval-. 
not as good in other operators’ hands. His re- vating therapy? 
ports, however, look very convincing. Answer: Many years ago Ayman after reviewing 
2. Infradiaphragmatic splanchnicectomy the literature concluded that practically all treat- 
(Craig & Adson). These operators’ results are . ments proposed for hypertension produced symp- 
somewhat better than Peet's. They found 13 per tomatic relief in almost all patients and an ap- 
cent classified as good results and 18 per cent preciable fall in blood pressure in many. He also: 
classified as fair results. Relief of symptoms was has emphasized the importance of determining 
striking in a larger percentage of patients. Most the basal blood pressure, and the value of home 
of the present opinion, however, leads toward blood pressure readings. An understanding of 
abandonment of this operation (Page). Ayman’s work should temper our enthusiasm for 
3. Anterior nerve root section (Adson & new therapeutic agents and procedures. 
Brown). This operation is now abandoned. The What ere your tustredions to 
results on the whole are as good as the Smith- the patient as regards exercise, rest, sexual inter- 
wick operation, but far greater difficulties and course, emotional outbursts? 
dangers make it unjustifiable (Page). With this Answer: A patient with hypertension should be- 
we agree. moderate in all his activities. Strenuous or com- 
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petitive sports must be avoided. Walking, swim- 
ming in warm water, or golf can be helpful. At 
least eight hours of sleep should be secured at 
night, if necessary with the help of sedatives. 
Lying down for an hour after lunch may en- 
able a person to continue his occupation. Sexual 
intercourse once a week would be moderation. 
Emotional outbursts may precipitate a cerebro- 
vascular accident or a myocardial infarction. 
Psychotherapy can help to prevent these catas- 
trophes by syphoning off under controlled con- 
ditions emotions which have been repressed. 
Finally some people would rather live their lives 
in their own manner without restriction even 
though it means an earlier death. It is best for 
the physician to recognize the patient’s right to 
make a decision such as this. 


General Practitioner: What is the significance of 
systolic and diastolic hypertension? Is treatment and 
prognosis same for both? 

Answer: Diastolic hypertension is a chronic pro- 
gressive disease of unknown etiology, character- 
ized by peripheral vasoconstriction, which runs a 
long benign or a short malignant course, and 
which ends in death due to cardiac failure, cere- 
brovascular accident, or uremia. Systolic hyper- 
tension may be associated with aortic insufh- 
ciency, hyperthyroidism, or more frequently 
with sclerosis of the larger arteries, especially the 
aorta. The treatment of the two conditions is 
naturally not the same. Systolic hypertension is 
often seen in older people; it carries a less unfavor- 
able prognosis and is compatible with long life. 
General Practitioner: What advice do you give your 
hypertensive patients? 

Answer: The advice given to a specific patient 
will naturally vary with the severity of the hy- 


pertensive disease and will depend upon the 
amount of cerebral, cardiac, and renal damage. 
The average hypertensive should not become 
overly concerned about his blood pressure. On 
the other hand, he should see his physician at 
not too infrequent intervals. Moderation should 
be practiced in all activities. Extremes should be 
avoided. 


General Practitioner: Finally, what in your opinion 
are the most common errors committed in treating 
these cases? 

Answer: The most common error in treating a 
patient with hypertensive disease is either on 
the one hand to overemphasize or on the other 
hand, to minimize the seriousness of the disease 
for the patient. While it is true that hyperten- 
sion is one of the great causes of reduced longev- 
ity, it should be remembered that many times 
the disease may run a benign course and the pa- 
tient live for years; in fact, often nearly as long 
as his normal expected life span. It would be 
tragic were the physician to alarm unduly a pa- 
tient such as this. While it is true that the pa- 
tient should not be made excessively blood-pres- 
sure conscious, hypertension should not be dis- 
missed as a completely harmless condition. A 
certain amount of supervision is necessary so 
that the course of the disease may be determined 
and intelligent treatment instituted. In the ab- 
sence of specific treatment, a friendly, sympa- 
thetic physician who understands psychotherapy 
can be invaluable. As mentioned previously, 
thiocyanates, rice diet, sympathectomy, sympto- 
matic treatment, and treatment of complications 
all have their place. While hoping much for the 
future, let us not forget to do today what we 
are able. 
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Here 1s proor of my charges that D2mocratic 
Party auspices are being brazenly misused to 
distribute Compulsory Health Insurance Prop- 
aganda for a private pressure group. 

Reproduced herewith are exhibits corroborat- 
ing my contention that the Democratic National 
Committee has been placed in the grave posi- 
tion of violating the Federal Lobbying Law by 
the reckless and unauthorized loan of its name 
to one of the socialized medicine lobbies: 

A. An official envelope of the Democratic 
National Committee in which the propaganda 
was mailed to one of our daily newspapers under 
the U. S. Postage permit of the Committee. 
(Similar mailings were made to newspaper 
editors and Democratic Party officials throughout 
the country.) 


B. The socialized medicine pamphlet of the 
private, and as yet unregistered, lobbying or- 
ganization which calls itself the “Committee for 
the Nation’s Health,” sent out under the Demo- 
cratic National Committee’s postage permit with- 
out Party authorization. (The Democratic Party 
never has gone on record as favoring Compul- 
sory Health Insurance in any form.) 

c. A questionnaire from the “Committee for 
the Nation’s Health” which also was mailed 
under Democratic Party auspices. (Note that 
both the pamphlet and questionnaire urge re- 
cipients to pressure their Congressmen to enact 
Compulsory Health Insurance legislation.) 

R. B. Rosrns, M.D. 
Democratic National Committeeman 
for Arkansas 
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INTEGRATION OF THE GENERAL PRACTITIONERS 
INTO WELL-ORGANIZED PRIVATE 


GROUP PRACTICE CLINICS 


BY J. P. SANDERS, M.D., AND CHARLES E. NYBERG, M.B.A. 


Wutte the advantages and disadvantages of 
group practice as well as the principles, methods 
of organization, and operation have been thor- 
oughly discussed, too little consideration has 
been given to the important function of well- 
qualified general practitioners in such group or- 
ganization. 

Numerous articles concerning the advantages 
of group practice have been written by compe- 
tent observers and have appeared in medical 
literature in recent years. An annotated bibli- 
ography on the subject has been prepared by the 
Bureau of Medical Economic Research of the 
American Medical Association. This bibliogra- 
phy, which lists 234 articles, covers the years 
1927-1947. 

The following article is written with the in- 
tention of presenting some recommendations for 
the integration of general practitioners and spe- 
cialists in a medical group. The recommenda- 
tions are based upon certain factual studies 
which we believe indicate the proper functions 
and distribution of services for general practi- 
tioners and specialists practicing as a group. 


The Function of the General Practitioner 


It has been reliably estimated that a well- 
trained general practitioner can take care of 85 
per cent Cif refractions are excluded, the figure 
rises to 91 per cent) of all medical needs of the 
people. It is also conceded that he can best main- 
tain that patient-doctor relationship that is so im- 
portant in medicine. The general practitioner 
has been the family doctor from time imme- 
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morial. He not only takes care of the medical 
needs of the family, but many times is the ad- 
viser on social problems. If he does not feel qual- 
ified to handle the particular case, he is certainly 
better qualified than the patient to decide what 
specialized care is required. 

The primary need of small communities of 
five to ten thousand population is to have a ma- 
jority of the physicians in general practice, even 
though such men may limit their practice to the 
work which they feel confidence ‘in doing. It is 
not likely that a group of specialists would locate 
in a town of 10,000 people and take complete 
care of the patients’ needs. Even small cities of 
25,000 or so find many more needs for the gen- 
eral practitioner than for the specialist. 


The General Practitioner in Clinics 


In a medium-sized clinic containing about 
thirty doctors, the authors suggest the following 
distribution of physicians according to type of 


practice : 


General practice 17 
Obstetrics and gynecology ...... 2 
Sumgery .. 2 
Ophthalmology 2 
Radiology . 1 
Dermatology 1 
Gastro-enterology .........+. 
Otolaryngology 2 
Orthopedic surgery 1 
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Table 1. Annual Expectancy of Diseases and Conditions Requiring Diagnosis and Treatment by General Practitioners 


rates per rates per 85% cared av. no. total 
1,000 community for by visits visits 
classification persons of 30,000 gen. prac. per case per yr. 
92 . 2,760 2,346 6 14,076 
Muscle, bone, and joins . . . 11 330 280 6 1,680 
Genito-urinary (male) . .. 4 120 102 6 612 
35 1,050 893 6 5,352 
355 10,650 9,053 6 54,302 
2 60 51 6 306 
Nervous and menial . . 23 690 586 6 3,516 
All other conditions 73 2,190 1,862 6 11,172 
Insurance and other physical examinations* . . . . 100 3,000... 2,550 2,550 
*estimated. 


Table 2. Annual Expectancy of Diseases 


and Conditions Requiring Diagnosis and Treatment by Specialists 


rates per rates for 15% cared av. no. total 
1,000 community for by visits visits 
classification persons of 30,000 specialists per case per yr. 
es 24 720 108 18 1,944 
Muscle, bone, and joints... ... 11 330 50 18 900 
Genito-urinary (male) ....... 4 120 18 18 324 
355 10,650 1,598 18 28,764 
95 2,850 428 18 7,704 
2 60 9 18 162 
23 690 104 18 1,872 
73 2,190 328 18 5,904 
Insurance and other physical examinations* . . . . 100 3,000 450 ot 450 
*estimated. 
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Table 3. Annual Expectancy of Operations 


rate per rate per 

1,000 community of 
classification of cases persons 30,000 
General surgery ....... 28 840 
Gynecological surgery . . . . 5 150 
OALR Surgery ....... 21 630 
Orthopedic surgery ...... 11 330 


A report made by Medical Economics* on the 
distribution ratios of general practitioners and 
specialists of 112 groups studied showed the fol- 
lowing: 

Forty per cent general practitioners or specialists in 
internal medicine, twenty per cent surgeons, ten per 
cent specialists in obstetrics and gynecology, seven per 
cent pediatricians, six per cent radiologists, five per 
cent specialists in ophthalmology, four per cent urolo- 
gists, and eight per cent in other fields such as anes- 
thesiology, pathology dermatology, psychiatry and 
neurology.” 

Tn the accompanying tables we have taken the 
incidence rates reported in the Estimated Cost of 
Medical Care? and made certain computations 
based upon averages reported in other studies. 
We have assumed that 85 per cent of the cases 
can be handled by general practitioners. The 
basis for this assumption is discussed later. In a 
study entitled the Cost of Adequate Medical 
Care, by Samuel Bradbury, M. D., University 
of Chicago Press, 1937, it was developed that 
the general practitioner averaged six visits per 
case and the specialists, eighteen visits per case. 
Doctor Bradbury’s figures are based upon the re- 
sults obtained in what is commonly called the 
“Lee-Jones Study.”* Due to developments of new 
drugs these may have changed. 

The Sixth Medical Survey* shows that physi- 
cians on the average see twenty-five patients per 
day. We have assumed that a physician averages 
three hundred working days a year. On this 
basis a physician would average 7,500 visits per 

*Planning a Medical Group, Medical Economics, 
Feb., 1947, Rutherford, N. J. 

*Estimated Cost of Medical Care, Bureau of Medical 
Economics, A.M.A., Chicago, Ill., Sept., 1939. 

*The Fundamentals of Good Medical Care, by Roger 
I. Lee, M. D., and Lewis Webster Jones, Ph.D. Cassist- 
ed by Barbara Jones). Publication No. 22 of the Com- 
mittee on the Costs of Medical Care. Chicago: Uni- 
versity of Chicago Press, 1933, Pp. 302. 

‘Medical Economics, Feb., 1949, Rutherford, N. J. 
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Table 4. Estimate of Specialists Required 


Obstetrics and Gynecology average visits 
per year 


1,368 


Plus operations / x 30=210 cases. 


One specialist—although in a group. It is likely that all 
obstetrical cases would be handled by a physician who limited 
his practice to obstetrics. This would result in two specialists 
in obstetrics and one less general practitioner in the proposed 
group. 


Internal Medicine 


Circulatory system... 1,944 
Digestive sysiem. . . . 7,452 
One-sixth accidents. . . . . 1,011 
Nervous and mental. . . . 1,872 
All other conditions. . . ..... 5,904 
Examinations... . . 450 

18,633 


Three specialists, primarily in cardiology and gastro- 
enterology. Average for each: twenty-one patients per day 
per specialist. 

General Surgery 
One-sixth of accident cases . .. 1,011 
Surgical case visits (840 x 18)... 15,120 


Plus operations 38 x 30=840 


Two general surgeons, average for each one and one- 
half operations per working day plus seeing twenty-six patients: 
most of them in the hospital. 


Orthopedic Surgery 
Muscle, bone, and joint. . . .. . 900 
Two-thirds of accidents . ..... 2,202 


Plus operations 11 x 30=330 cases. 


One specialist: averages over one operation a day plus 
seeing about ten patients. 


Specialty—O ALR 
Respiratory sysiem. ...... 28,764 
31,608 


Plus operations 21 x 30=630 


Four specialists: average for each about twenty-five 
patients per day plus one operation every two days. 


Pediatrics 
162 
7,704 
324. 


One pediatrician averages about twenty-five patients per 
day. 
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Table 4.—(Continued) 


average visits 
per year 
Urology 
Genito-urinary (male) ...... 324 
1,206 


According to the formula used, a community of 30,000 
could not support a full-time specialist in urology. The cases 
needing the attention of a specialist would have to be referred 
to a specialist in a larger community. A general practitioner 
who had considerable experience in urology might take care 
of everything except the most difficult cases. 


Others 


In addition to the specialists listed above, the group would 
need a radiologist and a pathologist in order to provide high 
quality diagnostic service. 


year. A community of 30,000 would need seven- 
teen general practitioners plus sixteen specialists. 

Although the tables above may imply statisti- 
cal accuracy in detail, it should be remembered 
that we are dealing with averages, which are the 
results of studies made, in some instances, many 
years ago. These figures are useful as a basis, but 


should not be expected to apply exactly to a 


given group or community. 

It is readily apparent that in a group arrange- 
ment, obstetrical cases would ordinarily be han- 
dled by one or more physicians who limited 
their practice to that specialty. The percentage 
of obstetrical cases handled by general practi- 
tioners would vary with local conditions. The 
same variation would apply in some of the other 
classifications. In addition, the general practi- 
tioners in a group would tend to limit their 
practice to some extent according to their inter- 
est, training, and competency in a particular 
branch of medicine. 

Based on the assumption that there should be 
one physician for each 750 to 1,000 population, 
the thirty-three physicians listed would be an 
average number for 25,000 to 35,000 people. It 
should be remembered that this is only a sug- 
gested distribution and that there may be good 
reasons for a different ratio of specialists to gen- 
eral practitioners. 

The incidence of illness as reported in Esti- 
mated Cost of Medical Care is 887. per year per 
1,000 persons, based upon the records of 8,758 
families, which included 39,185 individuals, and 
represented 38,544 full-time years of observation. 
According to these figures, there were sixty-seven 
cases of surgery for each 1,000 population. 
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Can G. P.’s Treat 85 Per Cent of Cases? 


This question has been discussed pro and con 
by many physicians all over the country. Finally 
five North Carolina physicians conducted a sur- 
vey in their own state, and came to the conclu- 
sion that 84.8 per cent of all cases could be taken 
care of by the ordinary instruments and drugs 
carried in their bags. As reported in the North 
Carolina Medical Journal: 

The criticism is particularly virulent against the 
statement frequently made by the most experienced 
physicians that the modern general practitioner, admit- 
tedly the best trained in the world, is capable of han- 
dling satisfactorily about 85 per cent of the diseases oc- 
curring in an average community. 


There will always be room for disagreement as to the 


‘exact amount and character of medical service needed 


in any given illness. However, some North Carolina 
physicians conducted a study to determine whether 
this judgment or the criticism is most nearly correct. 

In an effort to find out which of these views was 
correct five Winston-Salem medical men tabulated an 
average of 200 consecutive cases each. Of the 1,000 
patients thus reviewed 848—or 84.8 per cent had been 
cared for without any other equipment than the con- 
tents of a handbag. A modern doctor’s handbag, be it 
remembered, contains at least a blood pressure appara- 
tus, a stethoscope, a hypodermic syringe, an otoscope, 
an ophthalmoscope, a transillumination light, a blood 
counting apparatus, glass slides, a hemoglobin scale, a 
pleximeter, tongue depressors, Wassermann tubes, cul- 
ture tubes, and a few other odds and ends. 

In tabulating these cases, every patient who had to 
have a. basal metabolism reading, an x-ray examination, 
an electrocardiogram, an operation or a surgical consul- 
tation, or who was referred to clinic for a diagnostic 
survey was included in the referred group—even if the 
doctor had his own basal metabolism apparatus or 
electrocardiograph. A considerable number of these re- 
ferred patients, it should be noted, were beyond real 
help from any medical source: for example, some with 
arthritis, some with incurable mental disease, and a 
few who literally enjoyed poor health too much to 
exchange it for an active existence. 

It will be noted that these individually practicing 
physicians do not seem to have met with any difficul- 
ties in obtaining further laboratory or other service for 
the approximately 15 per cent of the patients who 
needed it’. 


An entirely different survey, a more elaborate 
one, conducted by the United States Public 
Health Service, for wholly different purposes, 
led to approximately the same conclusions: 


There were 8,758 white families canvassed regularly 
for twelve consecutive months and the present study 


*North Carolina Medical Journal, 1: 3-20 (June), 1940. 
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Distribution of “Uncomplicated” Ilinesses— 
8,758 White Families During Twelve 
Consecutive Months 


total number 

diseases (uncomplicated ) of cases 
Accidents (with less than 1 day in bed) ... . 2,015 
“Other diseases” (1/2 total listed). . ..... 1,610 


analyzed the data so secured to determine the amount 
of each type of illness. This showed that there were 
32,752 cases of illness. 

A detailed enumeration of each type of illness makes 
it possible to list those which it would probably be 
agreed have need for no medical service that caianot be 
supplied by the individual general practitioner. Those 
listed in the table are illnesses classified as “uncompli- 
cated” by the observers and so reported by the United 
States Public Health Service publication. 

These 23,515 cases of disease constitute approximate- 
ly 72 per cent of the total of 32,752 cases of disease 
suffered by the entire population surveyed. It would 
not be difficult to demonstrate the probability that at 
least 25 per cent of the diseases excluded can be and 
usually are satisfactorily treated by the modern indi- 
vidual general practitioner with such hospital, labora- 
tory and specialist services as are customarily accessible. 
One of the most important functions of the general 
practitioner is to act as the point of first contact with 
the patient, to determine his own capacities in the 
treatment of any illness, and then to act as adviser of 
the need and character of such other services as may be 


required and finally as a coordinator of such services’. 


The conclusion that well-trained general prac- 
titioners can satisfactorily care for 75 to 85 per 
cent of the human ailments appears to be sub- 
stantiated. An arrangement which permits and 
encourages people to utilize more fully the serv- 
ices of general practitioners should result in low- 
ered cost of medical care. This does not mean a 
reduction in individual fees, but a better and 
mere effective use of all physicians according to 
their training and abilities. Such an arrange- 
ment requires that general practitioners are prop- 


“Collins, Selwyn D.: Duration of Illness from Spe- 
cific Diseases Among 9,000 Families Based on Nation- 
Wide Canvasses, 1928-1931. Public Health Reports, 
55: 861-893 (May 17), 1940. 
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erly trained to handle 85 per cent of the cases 
and to refer cases needing special attention to 


the proper specialist. 


Better Trained General Practitioners 


Better training of general practitioners is a 
recognized “MUST” if we are to give good med- 
ical care to all the people. The medical schools 
should intensify their efforts to indoctrinate stu- 
dents with the importance of the family physi- 
cian and to train them, not only in the science, 
but in the art of medicine. At the conclusion of 
the medical course, students should be encour- 
aged to take a rotating internship of one year 
and, if possible, a residency in general practice. 
Every well-organized hospital that offers resident 
training should certainly give a one or two years’ 
residency in general practice. If a residency is 
not practical, the young physician should have 
the opportunity for preceptorship training under 
a program supervised by a medical school. 

Finally, postgraduate or continuation courses 
designed for general practitioners as well as those 
for specialists should be given at all medical 
schools and large hospitals. Circuit courses such 
as those sponsored by various state medical soci- 
eties should be encouraged to give the physician 
located some distance from medical schools or 
large hospitals the opportunity of attending with- 
out traveling long distances. 

As outlined above, the basic group is com- 
posed of general practitioners who would see 
and treat the majority of the patients, but who 
would refer to the specialist all cases requiring 
his attention. In such an organization there 
would be a sufficient amount of work for every 
doctor concerned, but no one would be over- 
worked. It should result in a good income for 
each physician, and each one would be doing 
the type of work for which he has trained. A 
good patient-doctor relationship would be main- 
tained and each patient would have one physi- 
cian in charge of his case. 

It should be understood that the figures used 
are averages. In the application to a specific com- 
munity, consideration must be given to local fac- 
tors and customs. It is felt that the ratios used 
will be helpful in determining the need for med- 
ical personnel in a particular area, whether the 
physicians operate as a group or as individual 
practitioners. 
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minimized 


this new way... 


Insect bites, pruritic and allergic skin 
disorders usually are promptly relieved with 
Thephorin Ointment. This effective topical 
agent supplies the new and entirely different 
antihistamine, Thephorin, in a Carbowax base 
for a convenient new way of minimizing 
pruritus. In a typical clinical trial*, more 
than 75% of 305 patients with various allergic 
and pruritic skin disorders were relieved 
by Thephorin Ointment. Available in 142-0z 
collapsible tubes and 1-lb jars. 


HOFFMANN-LA ROCHE INC NUTLEY 10 N, J. 


*Shelmire, B, Postgrad. Med., 4:443, 1948. 
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A ROSE BY ANY OTHER NAME... 


BY WILLIAM HYATT GORDON, M.D. 


Wuen I ruink Back to my boyhood days spent 
in the foothills of the Ozarks in Missouri, the 
most deadly malady visited upon our community 
was “complications.” India might have cholera 
and China the bubonic plague but Southwest 
Missouri had “complications.” I don’t suppose it 
occurred to me to inquire further into the matter 
when someone died as “complications set in” or 
even to wonder what complications were or how 
they set in. I merely accepted it as a common, 
respectable, and untreatable vehicle which trans- 
ported so many of our citizens out of St. Clair 
County into some other place, the geography of 
which was to me equally vague. 

Many years have passed since those Missouri 
boyhood days, not a few of which were spent as 
a medical student, intern, resident, general hos- 
pital funky, and later immersed in a medical 
practice. Nonetheless, I feel that somewhere 
along the line someone was remiss and failed to 
teach me the meaning of a whole galaxy of terms 
used by the patient in describing his or her ail- 
ment and which through some unforgivable over- 
sight—it must have been—were left out of the 
modern texts. For example, as a medical student 
in Virginia, in the course of interviewing pa- 
tients in the outpatient department, I was often 
confronted with the problem of interpreting the 
complaints of “inward fever” in contradistinction 
to “outward fever.” My interpretations were un- 
derstandably a bit vague. As a matter of fact, if I 
were to be confronted with the same problem 
now I am sure I would still be vague since I still 
don’t know the difference. 

“Slow fever” and “malarious” are two other 
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“Doc, | shore feel bilious.” 


inexplicable terms about which I am dubious 
but which often pop up in history-taking. To be 
sure, malaria, the disease caused by specific or- 
ganisms commonly transmitted by the Anopheles 
mosquito, is a true, perfectly understandable dis- 
ease. But that is not what is meant when a pa- 
tient feels sort of “malarious”; at least, I don’t 
think it is—but one can never be sure. 

Perhaps being “malarious” is somewhat like 
being “bilious” or having a “torpid liver” (now 
there are a couple of beauties!). When someone 
opens his salvo of symptomatic complaints by 
saying he is bilious, I often have an impulse to 
do as did an older colleague of mine but I easily 
refrain since 1 remember his success. As my 
friend Dr. H. tells the story, a man visited his 
office and when asked what was troubling him 
he said, “Doc, I’m bilious.” Dr. H., feeling that 
a little medical missionary work was in order, 
told the man in a kindly and sympathetic man- 
ner that at one time there was thought to be such 
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“Well, Doctor, | can’t explain it to 
you. All of a sudden it just hit me.” 


a condition, but in view of clinical research and 
greater knowledge we now discount such mean- 
ingless terms in describing an illness. After fin- 
ishing this somewhat lengthy medical disserta- 
tion, he said to the man, “Now exactly what is it 
that bothers you?” “Well, Doc,” the patient said 
slowly, “I shore feel bilious.” 
’ Another term that the medical educators and 
medical textbook writing gentry should go into 
a huddle about is “sinus.” Now I don’t mean 
sinusitis. That is a condition well understood by 
the nose and throat specialists, but I gather that 
“sinus” is almost as much of a mystery to them 
as it is to other medical people. I gather, when 
someone says that he has “sinus,” it may mean 
that he has: (a) a headache, (b) a tickling in 
the throat, (c) a postnasal drip, Cd) a crick in 
the neck, or any one of several other complaints 
that might happen above the level of the collar- 
button. When I was a small boy, people had 
“catarrh” but I suppose that malady, like small- 
pox, has been pretty well eliminated since I sel- 
dom hear of it any more, but “sinus” seems to 
have taken its place as a rather ubiquitous 
scourge of mankind that may possibly be on the 
increase. Hence, another unsolved medical mys- 
tery—unsolved as far as the doctors are con- 
cerned, that is. 

Physicists speak of the flash point of inflam- 
mable materials and, while not particularly in- 
flammable, I have my flash point. It is “acid.” 
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Some day someone will tell me that he is “acid” 
and I will neutralize him. I have been tempted 
many times and thus far have ignored the im- 
pulse, but one’s flash point can be crowded just 
so far. What is an “acid condition”? I haven’t the 
slightest inkling. I think it is supposed to occur 
when “the system gets acid,” but how this state 
can come about even my physiologic chemist 
friends cannot explain. They are even agnostic 
about its existence. They say that the body has 
a most efficient buffer system which will not 
allow a person’s “system to get acid.” I was glad 
to know that this condition raises a question 
mark in the experts’ minds since it certainly has 
in mine. I should like to suggest, however, that 
someone get busy on this much too common 
malady that no one but the patients know about. 
Perhaps there is some hope because I understand 
certain firms have produced materials which 
neutralize acid systems. All I need to know is 
how to recognize the condition so that I might 
treat it properly. 

“It” is another elusive condition that some day 
I hope to learn more about. As far as I am aware, 
“jt” has never been seen, is not in any way meas- 
urable, and cannot be heard with a stethoscope. 
Someone may be simply going about his business 
when “it” hits him. Now one may ask, “Did you 
have a pain?” 

“No, there was no pain.” 

“Were you nauseated?” 

“No, I was not nauseated.” 

“Did you feel weak?” 

“No, I didn’t feel weak.” 

“Well, how did you feel?” 

“Well, doctor, I can’t explain it to you. I can’t 
explain the feeling. All of a sudden ‘it’ just hit 
me. ; 

Such is the state of our modern medical teach- 
ing. Perhaps less research should be done on 
polio, rheumatic fever, arteriosclerosis, tubercu- 
losis, heart disease, and other such secondary 
conditions and more time be spent in tracing 
down the “sinus,” “acid,” “its,” “pones,” and the 
like. Even though we may never know their na- 
ture, we should perhaps know more about the 
name—since a rose by any other name... . 
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Lhe Practitioners Bookshelf 


Current Therapy, 1950. Edited by Howard F. Conn, 
M.D. Pp. 736. Price, $10.00. W. B. Saunders Com- 
pany, Philadelphia, 1950. 

A large volume on 8 by 11 sheets, the book is 
nicely set up with a double column to the page 
and very legible print. There are no illustra- 
tions. The editor says that there are over 250 
contributors; there is indeed a very imposing list 
of names. The contents of the book are divided 
into the usual headings starting with the infec- 
tious diseases, going through the various sys- 
tems, ending with obstetrical and gynecological 
conditions and diseases due to physical and 
chemical agents. Only therapy is included; there 
is no description of the disease or any diagnostic 
criteria or procedures. It attempts to cover all 
types of therapy—medical, surgical, obstetrical 
and gynecological. The book starts at A in the 
alphabet with abortion, and goes to zinc chloride 
fixation of epitheliomas, and, in between, treats 
everything from amebiasis to varicose veins. 
Many of the subjects are treated too briefly Cit 
is obvious that a single page on the treatment 
of varicose veins does not cover the subject), 
but it is surprising how much can be said if the 
material is limited to one page. 

Each of the contributing authors gives his 
favorite form or outline of therapy for the par- 
ticular disease under discussion. Occasionally 
two or more authors give different treatments 
for the same condition, no preference being. in- 
dicated by the editor. Usually the treatment pre- 
sented is the generally accepted current method. 
In the discussion of obesity the diets were rather 
impractical, breakfast consisting of 50 grams of 
orange juice, milk 150 grams, brewer's yeast 3 
grams, viosterol 6 minims, and coffee 150 grams. 
No indication of household measurements was 
given. No patient of mine would be willing to 
accept this diet. The lunch and dinner diets 
were as impractical and as unpalatable. The 
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treatment of epithelioma of the skin is given as a 
chemosurgical treatment, and is recommended 
for basal cell, squamous cell, and malignant 
melanoma. Certainly the chemical treatment and 
removal of these lesions is not the acceptable 
method, and the editor should have included de- 
scriptions of surgical removal and destruction by 
the widely used desiccating apparatus. 

The authors have made a successful attempt 
to keep their therapy up-to-date and have made 
reference to literature printed as late as Decem- 
ber, 1949. This attempt to be “in with the lat- 
est” is not always as productive as it appears on 
the surface; aureomycin for herpes zoster and 
undecylenic acid for psoriasis are mentioned, 
and by the time of printing both are already con- 
sidered of doubtful value. 

The book is well indexed and excellent for 
reference use. It would be useful to the physi- 
cian who wants to find an acceptable treatment 
by a recognized authority and apply it to the 
patient. The physician who wants to review a 
disease, its pathology, clinical manifestations, 
and various methods of treatment, will have to 
go to other sources. 

—Srantey R. Truman, M.D. 


Postgraduate Gastroenterology. Edited by Henry L. 
Bockus, M.D. Pp. 670. Price, $10.00. W. B. 
Saunders Company, Philadelphia, 1950. 

This excellent book represents the report of 

a graduate course given under the sponsorship 

of the American College of Physicians in Phil- 

adelphia in December, 1948. Under Doctor 

Bockus’ editorial guidance, some threescore able 

men wrote the articles. The book is beautifully 

written, well printed, well illustrated, and one 
that every general practitioner could find very 
useful. 

In the first chapter it is noted that heartburn 
is sometimes associated with diaphragmatic 
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In ‘Dexamyl’, the two components— Dexedrine’ 
and ‘Amytal’—work together synergistically 
to ameliorate mood; to relieve inner tension. 


Widely useful in everyday practice, ‘Dexamyl’ controls 


troublesome symptoms of mental and emotional distress. 


Each tablet contains: 
*Dexedrine’* Sulfate. . . ... 
(dextro-amphetamine sulfate, S.K.F.) 
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the prescription of a physician. 
Available in bottles of 50 tablets. 
Additional information 
to physicians on request. 
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hernia. Most of the time it appears to be a pure- 
ly functional trouble. Previous studies have in- 
dicated that it is based on a hereditary predispo- 
sition. Even when a man has an ulcer, his 
heartburn does not appear to be due to that. The 
treatment for the ulcer does not relieve the heart- 
burn, or vice versa. The treatment for heartburn 
consists of avoiding foods, drinks, and annoy- 
ances which produce attacks. In attacks the 
usual treatment is the taking of a glass of water 
with some sodium bicarbonate dissolved in it. 
This washes out and neutralizes the gastric acid 
in the esophagus. 

There is a chapter on the new efforts surgeons 
are making to remove carcinomas of the esopha- 
gus. This can be done now with an immediate 
mortality of about 23 per cent. The great dif_i- 
culty is to find cases in which metastasis has not 
already taken place. Schoen discusses well the 
parasympathomimetic drugs and their effects on 
gastric secretion before and after vagotomy. 
Prostigmine appears to work wrongly after vago- 
tomy. 

Lorber describes a new drug, dibutoline, 
which looks as if it might relieve the excessive 
night secretion observed in cases of duodenal 
ulcer. It has a strong atropine-like effect and 
works when given by mouth. 

Franklin Hollander shows that the pH of 
gastric mucus is about that of blood, and 100 ml. 
of mucus will neutralize 35 ml. of tenth-normal 
hydrochloric acid. 

Comfort, Butsch, and Eusterman present evi- 
dence to show that the person whose stomach 
secretes no hydrochloric acid is somewhat more 
likely to develop carcinoma of the stomach than 
a normal person. 

There is some discussion of the old constantly 
recurring question, “Do cancers develop in a be- 
nign gastric ulcer?” As Jordan points out, it is 
not essential to answer this question. The im- 
portant thing is that out of 211 persons oper- 
ated on and found to have benign ulcer, 42 per 
cent had been diagnosed clinically as suffering 
from carcinoma of the stomach. In another group 
of 131 patients operated on for a supposedly 
benign ulcer, 26 already had cancer. It should 
be obvious from this alone that in border line 
cases there is only one way of telling whether a 
patient has cancer of the stomach and that is 
to remove an ulcer-like lesion and to have it 
sectioned and put under the microscope. The 


GP @ May, 1950 


only way in which doctors will ever get at can- 
cers of the stomach early is to have patients op- 
erated on for a “gastric ulcer.” 

Some time ago physicians were much inter- 
ested in Co Tui’s suggestion to treat peptic ulcer 
with a hydrolysate of protein. Now Berk shows 
that these hydrolysates have a splendid buffer- 
ing action, better than that of either milk or al- 
kalies. The only drawback is that later they pro- 
duced marked stimulation of acid secretion. 

There is a good discussion by Friedman of the 
value of enterogastrone and urogastrone in the 
treatment of peptic ulcer. As has been the case 
with some other investigators, his results have 
not been encouraging. It is too bad, but it now 
appears that enterogastrone is not the answer 
to the prayers of persons with a bad duodenal 
ulcer. It seems to be hardly worth trying. 

Schoen describes the effects of vagotomy on 
gastric secretion. He gives much information 
not easily obtainable elsewhere. Ravdin, a sur- 
geon, and Bockus, an internist, agree that vago- 
tomy may be of some use in treating the person 
who returns after a subtotal gastric resection, 
with a jejunal ulcer. Ravdin was not so sure 
that vagotomy improves the results obtained 
with gastroenterostomy, and Bockus was also 
skeptical. Bockus was skeptical even of the re- 
sults obtained in cases of recurrent jejunal ulcer. 
In these cases the surgeon cuts the vagi largely 
because he cannot do anything else, and the pa- 
tient is utterly miserable and begging to have 
something done. 

Machella finds, as others have, that the dump- 
ing syndrome after gastroenterostomy or sub- 
total gastric resection is due in part at least to 
the effect of hypertonic food, striking the je- 
junal mucosa. Most patients with this syndrome 
soon learn that they must not add much sugar 
or salt to their food. 

Stewart Wolf and Edward Weiss point out 
again, the profound effects of emotions on the 
digestive tract. Every physician who expects to 
handle digestive troubles efficiently must be 
watching out for the bad effects of emotion. 

Several articles in the book are valuable inas- 
much as they call attention to the importance 
nowadays of looking for pancreatitis and cancer 
of the pancreas. Even able gastroenterologists 
are now often missing cancer of the body and 
tail of the pancreas. Usually the first symptoms 
are pain, weakness, loss of weight, perhaps loss 
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of appetite and often a good deal of mental de- 
pression. Usually the patient is dying or dead 
within seven months after the symptoms start, 
and this helps often in ruling out the disease, 
as when a patient has had his pain for a year or 
more. Often with progress of the disease, the 
amount of amylase and lipase in the blood 
serum go down. Rarely, perhaps because of ob- 
struction of the ducts, the titer of these fer- 
ments goes up. —Wa Axvarez, M.D. 


Diagnostic Signs, Reflexes and Syndromes. By Wil- 
liam Egbert Robertson, M.D., Emeritus Professor of 
Medicine, Temple University, and Harold F. Rob- 
ertson, M.D., Associate in Medicine, University of 
Pennsylvania. Pp. 376. Price, $4.50. 3rd Ed. F. A. 
Davis Company, Philadelphia, 1950. 

The authors have attempted to correlate and 
standardize diagnostic signs, reflexes, and syn- 
dromes. They have undertaken a problem here 
which has confused and to some extent bogged 
down medical literature for years in the sense 
that one common name might mean one sign 
and reflex or syndrome to one clinician or stu- 
dent and have a different connotation to an- 
other. At the same time, to further complicate 
things for the writer, teacher, or student, mul- 
tiple names have been given to the same sign 
or reflex. The authors have seemingly for the 
first time standardized these in such a way that 
it at least requires a great deal less effort to find 
the varying connotations and understand them. 

The accessibility of information as to diseases 
and conditions in relation to signs and reflexes 
is excellent. Throughout the book, diseases are 
listed alphabetically with the various signs and 
reflexes relating to them sublisted. At the same 
time, the inverse order is used so that all signs, 
reflexes, and syndromes may be found in alpha- 
betical order with the disease sublisted. 

A part or organ which a particular disease 
may affect may also be referred to easily and the 
reader may there find the signs, reflexes, and 
syndromes. 

This book has undoubtedly taken a great deal 
of effort and time to put together and has re- 
quired skill in interpretation of the multitudinous 
names, signs, reflexes, and disease syndromes. 

Don’t expect a primer. However, you may ex- 
pect to have use of a book that gives easy ac- 
cess to the subject matter and standardization 
of terms which have been a bane to students 
and teachers alike. —Artuur N. Jay, M.D. 


Quinidine in Disorders of the Heart. By Harry Gold, 
M.D. Pp. 115. Paul B. Hoeber, New York, 1950. 


This is a delightful little book which not only 
shows the value of quinidine but also how much 
a fine physician should know about the drugs 
that he is using. According to Gold, quinidine 
is most helpful in the paroxysmal type of auricu- 
lar fibrillation and not so much in the constant 
type. It can help when premature contractions 
and extrasystoles of any type are very trouble- 
some and disturbing to the patient. It can help 
also in most types of tachycardia. 

—Wa tter A.varez, M.D. 


The Story of Nutritional Research. The Effect of Vita- 
min A and D and Toxamine on Bones and the 
Nervous System. By Sir Edward Mellanby, K.B.E., 
F.R.S. The Abraham Flexner Lectures Series num- 
ber nine. Pp. 454. Price, $5.00. The Williams & 
Wilkins Company, Baltimore, 1950. 


As everyone knows, Lady and Sir Edward 


_ Mellanby were among the first to do much re- 


search in dietetics. For years they have been par- 
ticularly interested in the production of rickets. 
They found a substance, phytic acid, in oatmeal 
which interferes with calcification. It and vita- 
min D fight each other; the former trying to ex- 
pel calcium from the body and the latter pro- 
moting its absorption and retention. 
—Wa ter Arvarez, M.D. 


Manual of Medical Emergencies. By Stuart C. Cullen, 
M.D., Professor of Pharmacology, State University 
College of Medicine, Iowa City; and E. G. Gross, 
M.D., Professor of Pharmacology, State University 
of Iowa College of Medicine. Pp. 267 with 29 
illus. Cloth, $3.75. Year Book Publishers, Inc., Chi- 
cago, 1949. 

Not all will agree as to what constitutes a 
medical emergency. We think the authors have 
chosen well and have presented in a very suc- 
cinct form subjects such as asphyxia, artificial 
respiration, oxygen therapy, circulatory emergen- 
cies, acute poisoning, head injuries, drug reac- 
tions, allergic disturbances, serum shock, con- 
vulsive disorders, acute comatose states, the se- 
verely agitated patient, gastric dilation, burns, 
and sunstroke. 

The volume is small, being of such size as 
can easily be slipped into the pocket. This should 
please those who are always criticizing the grow- 
ing size of medical books. We are sorry that the 
chapter on acute poisoning was handled so 
skimpily. —F.K.A. 
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Medical Management of Gastrointestinal Disorders. 
By Garnett Cheney, M.D. Pp. 478. Price, $6.75. 
Year Book Publishers, Inc., Chicago, 1950. 


This is an attractive little volume which is 
good for a physician who wants a short book 
on the diagnosis and treatment of gastrointesti- 
nal diseases. It reads easily. 


—Wa ter Atvarez, M.D. 


Arterial Hypertension—Its Diagnosis and Treatment. 
By Irvine H. Page, M.D., and Arthur C. Corcoran, 
M.D. Pp. 400. Cloth, $5.00. Year Book Publishers, 
Inc., Chicago, 1949. 


A summarization of the available information 
on the subject of hypertension by Doctors Page 
and Corcoran could be nothing but valuable. 


They have covered the important aspects of the 
subject without entering too far into the many 
controversial aspects of hypertension. 

The book is somewhat on the small side and 
the illustrations are few and only fair. While 
quite readable and containing information for 
daily use, the book is perhaps more valuable in 
reference. Portions of the text are highly theo- 
retical but that is to be expected in dealing with 
the subject of hypertension. 

While it does not add greatly to the literature, 
this is an excellent summarization of our present 
knowledge for the busy practitioner who wishes 
to keep up on hypertension without delving too 
deeply into the field of experimental medicine. 

H. Gorpon, M.D. 


REPRODUCED BY PERMISSION. COPYRIGHT 1950. THE NEW YORKER MAGAZINE INC. 


“Please pardon the intrusion, Mr. Watson. We‘re from the R. J. Reynolds Tobacco Company, 
and we understand you have been complaining of a case of throat 
irritetion due to smoking Camels.” 


GP May, 1950 


OF 

| 
ray 

| 
q 
“ec 
4 


“Although E.C. 110 (CAFERGONE) was developed primarily for the 
relief of the migraine attack, it is uniformly effective and has a much 
wider range of usefulness in the relief of headache of all other types, 
especially typical and atypical histaminic cephalgia.” (Hansel) 


For The First Time In Almost Two Thousand 
Years, clinical trials of an oral preparation indicate 
that migraine and other vascular headaches can be 
aborted in 85-90% of cases. 


Although the cause of migraine is still unknown, the 
mechanism productive of head pain has been deter- 
mined.” Today, it has been observed that the head 
pain in classical migraine and related disorders is pro- 
duced through abnormal behavior of the cranial vas- 
cular system. The affected arteries, principally branches 
of the external carotids, become constricted in the early 
stage of the attack. Such vasoconstriction results in pre- 
headache warning signs such as visual and other sen- 
sory disturbances. Later in the attack, these arteries 
become relaxed and dilated. At this point, agonizing 
headache begins. Exaggerated pulsations and thicken- 
ing of the affected arterial walls cause stretching of and 


STAGE 1 STAGE 2 STAGE 3 
VASOCON- VASODILATATION EDEMA 


BEST RESULTS WITH TREATMENT 
IN STAGE 1 OR EARLY STAGE 2 


pressure upon adjacent pain-sensitive structures. Head- 
aches of this type may last for a few minutes only or 
they may last for days. Seizures are usually terminated 
by severe vomiting. 


As a result of recent research, these headaches can 
be aborted for the great majority of sufferers. Attention 
has been centered on the development of an effective 
oral preparation to relieve vascular headaches. Cafer- 
gone. (100 mg. caffeine and 1 mg. ergotamine tar- 
trate per tablet) is the result of this research. 
Ergotamine tartrate (Gynergen ) has long been known 
as a potent vasoconstrictor. ‘” *’ Caffeine, when admin- 
istered orally, also acts as a vasoconstrictor.’ Simul- 
taneous administration of ergotamine tartrate with caf- 
feine in Cafergone tablets has the added advantage of 
reducing the usual dose of ergotamine necessary to 
abort these headaches.’ 


These measures will abort vascular headaches 
for 85-90% of sufferers: 

1. Give complete physical examination includ- 
ing ancillary tests to rule out other conditions 
mimicing migraine. 

2. Advise the patient to re-organize his activities 
where possible. 

3. Improve the general health of the patient. 

4. Give 2 Cafergone tablets at first sign of im- 
pending attack and, if necessary additional 
1-tablet doses (up to 6) at half-hour intervals. 


For Subsequent Attacks: after the total number of 
tablets required for a patient's attack has been deter- 
mined, give that total dose all at once for any subse- 
quent attack of equal severity suffered by that patient. 
(Occasionally an attack returns due to inadequate dos- 
age having been used; in such case repeat the dose and 
for any later attack adjust dosage accordingly. ) 


Literature available on request, for further particulars 
on Dosage Adjustment and other points: 

Reprints of recent reports. 

Therapeutic brochures. 

Chart, “Clinical Characteristics of Vascular 

Headac 
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Academy efrowls afilex News 


PRESIDENTIAL ADDRESS 


Presented by ELMER C. TEXTER, M.D., to the Congress 
of Delegates at the Second Annual Scientific Assembly at Saint Louis, Missouri, 1950 


Members of the Congress of Delegates, the 
Board of Directors; and the Executive Officers: 


It gives me great satisfaction, and it is an 
honor to welcome you to the third annual meet- 
ing of the Congress of Delegates of the Ameri- 
can Academy of General Practice. 

As President, it is my duty to give a report for 
the year 1949-50 on what has transpired since 
the first Annual Scientific Assembly held in 
Cincinnati, March 7, 8, and 9, 1949. At the new 
Board of Directors meeting, March 9, 1949, fol- 
lowing the Scientific Assembly, all constitutional 
and special committees were recommended by 
the Executive Committee to the entire board. 
Some names were deleted; others were added by 
various board members, as provided for in the 
Constitution, and were finally ratified and ap- 
proved. These committees have been listed in 
the newsletter and the new directory, as well as 
in the Congress of Delegates Handbook which 
you received for this meeting. 

I should like to say that it has been humanly 
impossible for me to attend all the state chapter 
meetings as well as some of the special meetings. 
It has not been an easy task to travel as much as 
I have, but the courtesy and cordiality shown 
Mrs. Texter and me everywhere have been won- 
derful. Words cannot describe the fine hospital- 
ity we have enjoyed. 

On May 18, Dr. Lester Bibler, Mr. Cahal, 
Mr. Nyberg, and I met with the Kress Founda- 
tion in New York. Present were Mr. Rush Kress, 
members of the Medical Advisory Commit- 
tee, and members of New York Postgraduate 
School of Medicine. After listening to Mr. Kress’ 
opening remarks, I was impressed with the sim- 
ilarity of our organization and the Foundation’s. 
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Elmer C. Texter, M.D. 


Immediate past president of the Academy, Dr. 
Elmer C. Texter is from Detroit, Michigan. 
He has taken an active role in organized 
medicine for a number of years in his state 
and county medical societies. He will serve 
this year as an ex-officio member of the 
Board of Directors of the Academy. 


not only in the realm of ideas, but also in origin, 
since the Foundation became interested in im- 
proved medical education a little over two years 
ago. Our Academy was organized about the same 
time—June 10, 1947—with one of the goals, a 
common one, the furthering of improvement 
and assistance in postgraduate medical educa- 
tion. The Kress Foundation has been built on 
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sound principles and efficient business adminis- 


tration, enabling many such as the New York 
University Postgraduate School to benefit from 
it in the immediate past, and I hope many more 
will benefit in the future. 

-The following is a brief summary of progress: 


I. Organization: Our Executive Secretary, Mr. 
Cahal, will give you a detailed report including 
moving of the office headquarters and the prog- 
ress of the journal, GP, which is to become a 
reality in April. 


Il. Education Committee: This committee has 
been working with the state chapters who have 
in turn been working closely with the state 
medical organizations. The detailed report will 
be given by Dr. Lester Bibler. Doctor Bibler 
will also present two supplementary reports. 


III. Hospital Committee: I found that the 
Board of Trustees of the American Medical As- 
sociation had recommended to the House of 
Delegates at the Washington interim meeting 
in December, 1949, that they rescind the resolu- 
tion encouraging hospitals to establish sections 
on general practice, the reason for this recom- 
mendation being that the original resolution 
adopted at the June session in Atlantic City in 
1949 included the word “mandatory” with refer- 
ence to the establishment of these sections. 
Through the efforts of some of your officers a 
new resolution was introduced at the Interim 
Session last December, reaffirming the House of 
Delegates’ recommendations on general practice 
sections in hospitals omitting the word manda- 
tory in all resolutions on this subject. This sub- 
stitute resolution was adopted. I believe that the 
Academy is now in a much stronger position 
with two reaffirmations of the House of Dele- 
gates’ action encouraging hospital privileges for 
general practitioners. Dr. John Boyd, Chairman 
of the Hospital Committee, will give a complete 
report of the Hospital Committee's activities 
during the year, including the manual it has 


prepared. 


IV. Public Relations: The Academy must al- 
ways be very careful of all matters invoking 
policy, especially subjects of highly controver- 
sial nature. I would recommend that, before any 
releases or statements are made, they be cleared 


through a national officer or our press room. Dr. 
Robert McElvain will report in detail on the ac- 
tivities of his committee. 

An Academy should progress on a solid foun- 
dation, growing steadily yet securely. For what 
is an academy but a learned society or a center 
of learning for the promotion of studies? As a 
corollary, I would suggest, doctors of general 
practice, that you need this organization, for its 
deliberations and activities are the grass roots 
essential for the preservation of our own pro- 
fession. 

True, we have come a long way, but our job 
has only begun. The task before the officers and 
directors is vitally important. To have a voice in 
anything, we need more unification of all medi- 
cal men. We must all put our shoulders to the 
wheel and push. 

In talking about socialized medicine, do not 
hesitate to call a spade a spade. It is a step toward 
socialization without question. Make sure the 
people know that that path leads to socialism. 
Americans do not like to be ordered around or 
compelled to do anything. So point out to the 
people that the issue is voluntary medicine versus 
compulsory medicine. Their choice is being re- 
stricted; their liberties are being taken away. It 
is compulsion without any question. 

So talk to your business friends. Get them work- 
ing for you, and you work for them. If you all 
pull together, you will win this battle for public 
support. Teach your friends the value of free- 
dom and the importance of a solvent govern- 
ment. If we lose this way of life here in America, 
it is lost throughout the world. 


V. The Publication Committee under Presi- 
dent-elect Stanley Truman has labored long and 
hard and GP will be mailed to all members 
April Ist. 

I have the following recommendations to 
make: 

1. That hospital privileges be granted the gen- 
eral practitioner for medical and surgical care of 
his patients within the limits of his training. 

2. That there be adequate training of interns, 
followed by one or two years of rotating residen- 
cies. 

3. That a division or department of general 
practice be established in every general hospital. 

4. That postgraduate courses for general prac- 
titioners and facilities to encourage and assist 
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physicians in such training be established. The 
Committee on Education has already prepared 
brochures on postgraduate courses available to 
general practitioners. 

5. That we continue to encourage advance- 
ment in medical science and in private and pub- 
lic health. It has been said you must apply the 
simple common sense methods and approach the 
medical educational groups to find out what is 
needed most and what can be done to keep the 
government out of medicine. 

I certainly agree that medical education is 
very broad and has many aspects, but it also 
has many problems that could stand investiga- 
tion. 

To assume the important place in any com- 
munity, which is always expected of general 
practitioners, several very vital and fundamental 
questions should be asked: 

1. Has your medical education and hospital 
experience been sufficient so that you can com- 
petently advise and treat 85 to 90 per cent of all 
sickness in your community? 

2. Has your education been sufficient so that 
you can enter into the public and school health, 
and family associations of your community? 

3. Are you competently trained to meet the 
public and have them develop confidence in you 
as a good doctor and civic-minded citizen? 

4. Can you enter into the social and business 
activities of the community? 

If the general practitioners can assure theni- 
selves of these facts, they should have no fear 
as to their future success. The growth of the 
Academy is nothing short of phenomenal. Con- 
siderable progress has been made in re-establish- 
ing the general practitioner in his proper place 
in medicine. Our various committees are work- 
ing closely with the American Medical Associ- 
ation, its state societies, and with medical schoo's 
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and national organizations to advance the pro- 
gram of the Academy. 

Now I should like to reiterate that a local 
community fund could be very useful in solving 
the physician shortage in rural areas by the fol- 
lowing: 

1. Inducing the community to provide mod- 
ern living and working quarters for the new 
doctor. 

2. Guaranteeing a bank loan to the new doc- 
tor from the local bank for funds to (a) live on 
while building up a practice, (b) purchase a car 
if necessary, and (c) equip an office. 

3. Assuring a minimum cash income for an 
M.D. in poorer communities—urban or rural. 

4. Providing financial aid when necessary to 
physicians in rural areas who cannot afford to 
take postgraduate courses to keep up to date, or 
by providing replacements for solo practitioners 
in rural areas who cannot do postgraduate work 
because there is no one else to care for their 
patients when they are away. 

5. Bringing refresher courses to the practi- 
tioners in rural areas (or as closely as possible) 
such as is now being done in Michigan and 
Kansas. 

It has been a distinct honor to have served 
you as your second President. I want to thank 
you one and all for making this the greatest 
year of my life. This has only been possible by 
your splendid support and cooperation and by 
the untiring efforts of all officers, directors, com- 
mittees, and members. The continued coopera- 
tive democratic spirit shown during my admin- 
istration will enable the general practitioner to 
be held in higher esteem today than at any time 
in the past several years. 

I hope and pray this spirit and sincerity of puc- 
pose will continue to be shown to Doctor Tru- 
man and the future leaders of the Academv. 
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CHAPTER NEWS 


Since the unmourned demise of the General 
Practice News, no activities of the state chap- 
ters have been reported. In the interim, several 
interesting and significant meetings have been 
held and are here reviewed briefly. 

In January the Medical College of Alabama 
conducted the First Annual Postgraduate Semi- 
nar for the Alabama chapter. The sessions 
were arranged for and directed by the Postgrad- 
uate Seminar Committee of the Medical College 
after a conference with the program committee 
of the Academy. In order to qualify as a formal 
postgraduate course, the committee planned a 
clinical approach rather than the usual didactic 
lecture program. There was no registration fee 
and invitations were sent to more than five hun- 
dred general practitioners throughout the state. 
According to Dr. W. A. Dozier, Jr., secretary 
of the chapter, those who planned and worked 
with the seminar were gratified to find that 
there were in attendance 25.3 per cent more 
physicians than there are total members of the 
chapter, and that 51.8 per cent of the Academy 
members attended the seminar, which would 
indicate a strong interest on the part of the gen- 
eral practitioner in a program specifically de- 
signed to meet his needs and desires. 

The Alabama chapter held a banquet follow- 
ing the seminar at which Dr. J. Paul Jones of 
Camden was elected president, Dr. Albert Dix 
of Mobile, president-elect, and Drs. John E. 
Foster, George W. Newburn, and Greene H. 
Smith, vice-presidents. 

The three-day meeting which the North 
Carolina chapter held in Durham in March 
was “one of the finest teaching examples that 
it has been my pleasure to see,” according to na- 
tional president-elect, Dr. J. P. Sanders. Doctor 
Sanders was a special guest at the meeting, 
which was attended by 168 members of the 
chapter. 

Prominent medical men from six states spoke 
on the program of the second annual assembly 
of the Oklahoma chapter March 27 and 28. 
More than 150 doctors attended the meeting. 

The first official act of the Academy’s new 
president, Dr. Stanley R. Truman, after taking 
office at the 1950 Assembly was to address a 


meeting in Texarkana on February 24. He de- 
livered a stimulating speech on general practice 
to more than a hundred doctors from the four- 
state area of Texas, Arkansas, Louisiana, and 
Oklahoma. 

Our national officers are increasingly in de- 
mand as spokesmen for general practice at medi- 
cal meetings in all parts of the country. The 
popular speaker of our Congress of Delegates, 
Dr. Bob Robins, addressed the Tennessee State 
Medical Association meeting in Memphis on 
April 12 and the Delta Medical Society in Rose- 
dale, Mississippi, that same evening. On April 
27 he was the dinner speaker at the Missouri 
chapter's annual meeting and on May 10 he 
will address the Rhode Island State Medical 
Society. Dr. Morton Spielman of the New 
York chapter attended the annual meeting of 
the United States Committee of the World 
Medical Association on April 12 as the Acad- 
emy’s official representative. Past president E. C. 
Texter was a guest at the Norfolk (Virginia) 
County Medical Society meeting on April 5. He 
was the evening's speaker at the dinner held in 
connection with the Uniontown, Pennsylvania, 


Annual Hospital Day, April 19. On June 12 he 


‘ will go to Duluth to address the annual meeting 


of the Minnesota chapter. Doctor Texter was 
recently honored by the officers of the Michigan 
State Medical Society who presented him with 
a plaque inscribed, “In deep appreciation and 
grateful recognition of constructive service to 
medicine.” 

The annual scientific session of the Indiana 
chapter was held on April 19 at the Indiana 
School of Medicine in Indianapolis. The morn- 
ing session consisted of clinics and in the after- 
noon a business meeting preceded the scientific 
program. Dr. Phil Thorek of Chicago spoke at 
the dinner at which Dr. Lester Bibler turned 
the president's gavel over to Dr. Maurice V. 
Kahler. Incidentally, the Indiana chapter’s bul- 
letin is called The Irregular News Letter, which 
could have a number of connotations. 

The Connecticut chapter held a clinical ses- 
sion on April 23 in Hartford. Luncheon and 
dinner were served at the Hartford Club. The 
speakers were Dr. Allen Whipple, clinical direc- 
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tor of the Sloan-Kettering Institute for Cancer 
Research, and Dr. Stanley High, roving editor 
for The Reader's Digest. 

Dr. R. C. McElvain of St. Louis was installed 
as president of the Missouri chapter at a meet- 
ing in Springfield on April 27. The site of the 
second annual meeting was chosen because with 
the trend toward the smaller urban centers for 
more ambitious medical improvements and the 
growing decentralization of medicine, this thriv- 
ing Ozark metropolis has become a factor in 
Missouri medicine which no one can overlook. 

The News Letter of the Texas chapter has 
acquired a “new look.” But in graduating from 
a mimeographed sheet to an excellent printed 
bulletin, they forgot to take along the publica- 
tion address. 


We quote from the notes of the meeting of ' 


the executive committee of the Wayne County 
Branch of the Michigan chapter, “Our treas- 
urer, Dr. Harold F. Raynor, reported that his 
wife had by mistake deposited $150 of his own 
funds in the Academy’s account. (It was the 
consensus of the executive committee that noth- 
ing could be done to correct the error..)” 

Several of the chapters will hold meetings 
during the month of May. On the fourth, the 
annual assembly of the Nebraska chapter will 
be held at the Hotel Cornhusker in Lincoln. On 
May 10 the Spring Clinical Session of the 
Massachusetts chapter will convene in Boston. 
The morning program will take place at the 


New England Medical Center and will be fol- 
lowed by a series of clinics in the afternoon. A 
dinner will be held in the evening at the Hotel 
Puritan with Rudolph Elie, roving reporter and 
music critic of the Boston Herald, as speaker. 
The New Jersey chapter will hold a meeting 
in conjunction with the General Practice Sec- 
tion of the Medical Society of the State of New 
Jersey at Haddon Hall Hotel in Atlantic City 
on Wednesday, May 24. 

In his annual report to the Congress of Dele- 
gates, Dr. Paul A. Davis, immediate past chair- 
man of the Board of Directors, urged Academy 
members to participate more actively in their 
state and county societies. It is therefore inter- 
esting to note that Dr. Fred A. Humphrey, first 
president of the Colorado chapter, is this year's 
president of the Colorado State Medical Society. 
Dr. Roscoe D. McMillan, secretary-treasurer of 
the North Carolina chapter, is president-elect 
of the Medical Society of the State of North 
Carolina. The Vice-Speaker of the Academy’s 
Congress of Delegates, Dr. Louis Weiner, has 
been elected to the Board of Directors of the 
Philadelphia (Pennsylvania) County Medical 
Society. To go still higher in the echelons of 
organized medicine, Dr. Dwight Murray, a 
member of the California chapter and also a 
member of the Board of Trustees of the A.M.A., 
has been named chairman of the all important 
Legislative Coordinating Committee created by 
the A.M.A. House of Delegates at its last meeting. 


“The only thing | remember is that | got 
a splinter in it once.” 
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MEDICAL STUDY COURSES FOR THE GENERAL PRACTITIONER 


Prepared by the COMMITTEE ON EDUCATION, American Academy of General Practice 


Tue American AcapEMy OF GENERAL PRac- 
TICE requires one hundred fifty hours of medical 
study every three years for continued member- 
ship. Fifty of these hours must be in attendance 
at formal postgraduate courses. The remaining 
one hundred may be made up by attendance at 
national, state, and county medical society sci- 
entific meetings, clinical conferences, and hos- 
pital staff meetings. 

The main purpose of this report is to provide 
a consolidated list of various courses to assist 
members in fulfilling the requirement of fifty 
hours of formal postgraduate work. The name 
and location of institutions and organizations 
offering short postgraduate or refresher courses 
for the general practitioner are given, plus a brief 
outline of the type of course. Physicians inter- 
ested in a particular course should communicate 
directly with the sponsoring institution for cur- 
rent information on enrollment, dates, duration, 
and subjects to be presented. 

Some of the courses listed are assemblies or 


‘clinical conferences, and not, strictly speaking, 


formal in-residency postgraduate courses. Credit 
for attendance at these courses will be accepted 
toward the required one hundred hours of at- 
tendance at medical society or hospital staff 
meetings. For many of the short courses, the pro- 
gram is not prepared sufficiently in advance to 
permit publication in this type of report. These 
courses and meetings are held at about the same 
time each year so that the information con- 


‘ tained herein will enable a physician to locate 


the type of program he wants and he can then 
write for.current information. 


The medical schools which offer regular post- 


Members of the Committee on Education are; Lester 
D. Bibler, M. D., Chairman, Indianapolis, Indiana; M. 
B. Casebolt, M. D., Kansas City, Missouri; Richard 
A. Mills, M. D., Fort Lauderdale, Florida; James L. 
Hamner, M. D., Mannboro, Virginia; Adrian H. Scol- 
ten, M. D., Portland, Maine; Ralph Rutledge, M. D., 
Alliance, Ohio; C. E. McArthur, M. D., Olympia, 
Washington; David Dozier, M. D., Sacramento, Cali- 
fornia; Charles E. Nyberg, Kansas City, Missouri, Ex- 
ecutive Assistant. 


graduate courses each year publish their own de- 
scriptive booklets which can be obtained directly 
from the school. The name and address of each 
medical school offering courses that are designed 
for general practitioners are listed herein, al- 
though the individual courses are not described. 

In addition to the courses listed here, there are 
many postgraduate courses in a given medical 
specialty that may be of interest to a general 
practitioner who desires to obtain additional 
training in one clinical field. Although not all of 


_ these are open to general practitioners, many of 


the short courses in obstetrics and gynecology, 
internal medicine and surgery are available to 
general practitioners. A complete list of post- 
graduate continuation courses is published twice 
a year, in June and December, in the Journal 
of the American Medical Association. 


Course Approval and Acceptable Credit 


Many of the schools and organizations have 
indicated an interest in organizing their courses 
to meet the approval of the American Academy 
of General Practice for its medical study re- 
quirements. For the present, at least, the Com- 
mittee on Education does not believe it feasible 
to set up a formal approval program. Attendance 
by members of the Academy at all courses, con- 
ferences, and assemblies organized or sponsored 
by recognized schools, medical societies, and hos- 
pital staffs will be accepted toward the one hun- 
dred fifty hours of medical study requirement. 

The Board of Directors has adopted the policy 
that all courses given at or sponsored by insti- 
tutions approved by the Council on Medical Ed- 
ucation and Hospitals of the American Medical 
Association for graduate medical education will 
be accepted toward the fifty hours of formal 
postgraduate study. This includes hospitals that 
are approved for intern and resident training. 

Certain recommendations of the Committee 
on Education of the Academy were adopted to 
clarify further the procedure regarding credit for 
medical study. 

The committee recommended that the head- 
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quarters office prepare annually a list of the 
courses being offered in each state, indicating 
the type of credit that will be accepted. This 
was done and the list was sent to the secretary of 
each state chapter for his information, revision 
and approval and returned to the national office 
prior to this publication. 

The Committee on Education has also stated 
that all courses sponsored by the medical de- 
partments of the armed forces, which are given 
at institutions approved for graduate training 
- by the Council on Medical Education and Hos- 
pitals of the American Medical Association, will 
be accepted for credit toward the fifty hours of 
formal postgraduate study. 

The Board of Directors has previously ruled 
that all members will be required to fulfill the 
medical study requirements. A form for report- 
ing the hours of study for the year 1948 has 
been sent to all members on record as of De- 
cember 30, 1947. Members enrolled in 1948 will 
be required to make a first report for 1949. 

The Membership and Credentials Committee 
is preparing a report on policy and methods of 
evaluating and reporting medical study hours. 
This report will be presented to the Board of 
Directors for approval and then distributed to all 
state chapters and individual members. The re- 
port will serve as a guide for all state chapters in 
evaluating the medical study hours reported by 
their members. 


Medical Study Courses at Hospitals 


The medical staffs at a number of hospitals 
have organized clinical conferences for practic- 
ing physicians in the area. Many of these con- 
ferences are designed to provide practical train- 
ing under supervision. We do not have detailed 
information on all of these programs and have 
not attempted to list them. These conferences 
are usually held regularly once or twice a week 
and continue throughout the year. 

Credit for attending these conferences will or- 
dinarily be accepted toward the fifty hours of 
formal postgraduate study requirements if the 
conference is well organized and is given at a 
hospital approved for intern or resident training 
by the Council on Medical Education and Hos- 
pitals of the American Medical Association. The 
final decision on the proper credit will be left 
to the respective state chapters. 
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Medical Society and Hospital Staff Meetings 


Of the one hundred fifty hours of medical 
study required every three years for continued 
membership in the Academy, one hundred hours 
can be acquired through attendance at the sci- 
entific sessions of regular medical society and 
hospital staff meetings. These scientific meetings 
are not listed in the following because they are 
well publicized locally. 

The committee hopes that the members will 
not only attend medical society and hospital staff 
meetings but will actively participate in such 
functions. The feeling among the medical pro- 
fession as a whole has been that general prac- 
titioners were not interested in medical organ- 
ization activities and that this lack of interest 
was one of the main reasons for the general prac- 
titioner's failure to maintain his proper position 
in the profession. 


Objectives 
The Committee on Education of the Ameri- 


can Academy of General Practice desires to as- 
sist members in obtaining postgraduate training. 
In many areas there are sufficient facilities for 
postgraduate education for general practitioners. 
In such areas the need is for greater participa- 
tion, both in organizing and presenting the pro- 

am and in attendance. In other areas there is 
a lack of facilities for continuation of medical 
study. Here the general practitioners should 
work with other established medical organiza- 
tions in setting up a postgraduate training pro- 
gram in which all physicians participate. Provi- 
sions should be made to present courses or con- 
ferences that will assist the general practitioner 
in keeping up to date vith advancements in 
medicine. 

It is also believed desirable for general prac- 
titioners to conduct their own meetings or con- 
ferences at which they discuss problems pecul- 
iar to their practice, including office techniques 
and procedures. Such meetings should be par- 
ticularly helpful to younger physicians faced 
with many problems not covered in medical 
schools or in hospital training. 

The Committee on Education expects through 
continued study of postgraduate training facili- 
ties and programs to assist in developing a great- 
ly expanded program that will encourage and as- 
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sist general practitioners to maintain the highest 
standards of medical practice. 

We wish to thank the medical schools, other 
medical societies, and our own state chapter off- 
cers for their cooperation and assistance in the 
Academy's medical study program. 


Medical Study Courses 
ALABAMA 

The Medical College of Alabama (A), 620 South 20th 

Street, Birmingham 5, Alabama. Roy R. Kracxe, 

M.D., Dean. 

General Information. The Medical College of Ala- 
bama provides a general review course for general 
practitioners. It is a three-day course and will be given 


in the last half of the school year. 


The Alabama State Medical Association (A), 519 

Dexter Avenue, Montgomery, Alabama. 

General Information. This program is sponsored by 
the Alabama State Medical Association. Teams of doc- 
tors from the medical college conduct two- and three- 
day meetings throughout the state. The purpose is to 
keep the general practitioner abreast of medical prog- 
ress. The Alabama State Medical Association is pro- 
viding funds to pay for incidental expenses incurred by 
the lecturers. The Extension Division of the University 
of Alabama handles the mechanics of the meetings. 

For information on dates and location write to the 
Medical College or the Alabama State Medical Associa- 


tion. 


Alabama Academy of General Practice (A), 17 Molton 

Street, Montgomery, Alabama. 

General Information. The Alabama chapter of the 
A. A. G. P. has arranged with the Medical College of 
Alabama to conduct an annual postgraduate seminar 
of two days’ duration. The seminar will be held at the 
Medical College and will include lectures, clinical 
demonstrations, and panel discussions. The first meet- 
ing was held January 18 and 19, 1950. 


ARKANSAS 
University of Arkansas School of Medicine (A), 1209 
McAlmont Street, Little Rock, Arkansas. 


EXPLANATION OF syMBOLS: Each course has along- 
side the name of the organization either the letter A 
or B. These letters indicate the type of credit that will 
be accepted. In each case the secretary of the state 
chapter in which the course is given has approved the 
classification. 

A—Attendance at this course is accepted for credit 
toward the fifty hours of formal postgraduate 
study required of American Academy of General 
Practice members every three years. 

B—Attendance at this course, conference, or meeting 
is accepted for credit toward the one hundred 
hours of medical study required of American 

Academy of General Practice members every 
three years. 
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General Information. The Arkansas State Chapter 
of the American Academy of General Practice an- 
nounced that arrangements had been made to present 
postgraduate courses for general practitioners at the 
medical school. 
CALIFORNIA 

California Medical Association (B), Committee on Post- 

graduate Activities, 450 Sutter Street, San Fran- 

cisco 8, California. Carrott B. ANprews, M.D., 

Director. 

General Information. California is divided into fif- 
teen regions, and arrangements are to present two one- 
day clinical conferences annually in each region. 

Registration Fees or Tuition. There are no fees. 

Program and Subjects. The course consists of a two- 
hour clinical conference in the morning with case pres- 
entation by the local physicians or hospital staff mem- 
bers with discussions by visiting faculty; a three-and- 
one-half hour afternoon session of subjects of particular 
interest to the local group with discussion periods; a 
two-hour evening program given by visiting faculty. 
Emphasis is on the practical rather than the theoretical 
with new material to add stimulus and incentive. 


State of California Department of Public Health (B), 
Bureau of Chronic Diseases, 760 Market Street, 
San Francisco 2, California. James W. Extis, M.D., 
Cancer Consultant. 

General Information. The Bureau of Chronic Dis- 
eases sponsors programs for cancer symposia to be pre- 
sented to county medical societies. The speakers are 
drawn from a panel maintained by the cancer commis- 
sion of the California Medical Association. The empha- 
sis is placed on diagnosis and the program is prepared 


primarily to aid the man in general practice. 


Los Angeles County Medical Association (B), 1925 
Wilshire Boulevard, Los Angeles, California. Lours 
J. Recan, M.D., Director of Medical Relations. 
General Information. A weekly lecture series pri- 

marily for general practitioners is held each Tuesday 

morning for one section of the city and on Wednesday 
morning for another section. 

Registration Fees and Tuition. There are no fees and 
the county medical society has advised its Section on 
General Practice that it will provide the type of pro- 
gram the general practitioners wish at such times and 
places the Section believes most suitable. 

Program and Subjects. At each meeting there is pre- 
sented one topic for discussion, always something of 
direct and immediate interest to the practicing physi- 
cians. Emphasis is placed on the practical factors in- 
volved. 


California Heart Association (B), 45 Second Street, 
San Francisco 5, California. Maryorre Epwarps 
Brusu, Director. 

General Information. The California Heart Associa- 
tion presents each fall a series of lectures on cardio- 
vascular diseases. One meeting is held in Los Angeles 
and one in San Francisco, usually a two- to four-day 
session. 
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Registration Fees and Tuition. There are no fees and 
all licensed physicians are eligible to attend. 

Program and Subjects. Lectures are followed by 
round table discussions. The subjects deal with prob- 
lems of interest to the general practitioner as well as 
physicians specializing in cardiovascular diseases. 


College of Medical Evangelists Graduate School of 
Medicine (A), Boyle and Michigan Avenue, Los An- 
geles, California. Harotp M. Watton, M.D.. Dean. 
General Information. In connection with the program 

of full-time graduate study, postgraduate and refresher 

courses are also offered from time to time during the 
year in various clinical fields and are intended primar- 
ily for physicians in general practice. Also provided is 

a one anu ne-half hour weekly course for twelve weeks 

in general nedicine. 

Registration Fees and Tuition. For the weekly course 
in general medicine, the fee is $50.00. 

Program and Subjects. The course is offered one 
night a week during the school year. The object of 
this course is to present the highlights of advancements 
in medicine and such reviews as are deemed most prac- 
tical to assist in the field of general medicine. 


Stanford University School of Medicine (A), 2398 Sac- 
ramento Street, San Francisco, California. Postgradu- 
ate medical courses for practicing physicians. W. H. 
Norruway, M.D., Assistant Dean. 

General Information. Various courses during the 
school year are offered for practicing physicians. 

Registration Fees and Tuition. Licensed physicians. 
Fee, $75.00. 

Program and Subjects. Half-day courses include gen- 
eral surgery, internal medicine, dermatology, fractures, 
laboratory diagnosis, endocrinology, and surgical spe- 
cialties; full-day courses will be given in anesthesiology 
and clinical ophthalmology. 


San Joaquin County Medical Society (B), Committee 
on Postgraduate Activities, Stockton, California. 
General Information. The San Joaquin County Medi- 

cal Society sponsors a series of two-hour lectures which 

are presented during September, October, November, 
and December. 
Registration Fees and Tuition. $10.00. 


University of California Medical School (A),- Medical 
Center, San Francisco, California, and University 
Extension, 405 Hilgard Avenue, Los Angeles 24, 
California. 

General Information. The University offers a contin- 
uation course in general medicine. It is an evening 
course covering a period of twelve weeks—September 19 
to December 5, 1949. It also offers other courses in 
various clinical subjects that would be of interest to 
general practitioners. 

Registration Fees and Tuition. $50.00. 


University of Southern California School of Medicine 


(A), Medical Extension Education, 3551 University 
Avenue, Los Angeles 7, California. 
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General Information. The University of Southern 
California Medical School offers a number of short 
courses that would be of value to general practitioners. 
These courses are given one night a week over a period 
of twelve weeks during the school year. These are re- 
fresher courses in internal medicine, obstetrics, gyne- 
cology, pediatrics, recent advances in diagnosis and 
treatment, and electrocardiography. 

Registration Fees and Tuition. $50.00. 


Colorado State Medical Society (A), 835 Republic 
Building, and the University of Colorade Schoo! of 
Medicine, 4200 East Ninth Avenue, Denver, Colo- 
rado. 

General Information. A number of weekly courses 
are given, each devoted to a definite clinical subject. 
Most of these courses are designed for the general prac- 
titioner. Advance notice of each course, giving a de- 
scription of the course and the dates, is sent to all mem- 
bers of the Colorado Medical Society. There is also an 
annual mid-winter postgraduate clinic for three days. 

Registration Fees and Tuition. Registration fee is 
$5.00. Small tuition fee in some cases. 


Rocky Mountain Medical Conference (B), Colorado 
State Medical Society, 835 Republic Building, Den- 
ver, Colorado. 

General Information. An annual medical conference 
sponsored by the medical societies of Colorado, Utah, 
Wyoming, and Montana is a three-day meeting usually 
held during the summer. 


CONNECTICUT 


Yale University Schoo! of Medicine (A), 333 Cedar 
Street, New Haven, Connecticut, in connection with 
Connecticut State Medical Society. 

General Information. Postgraduate courses are de- 
signed to give practicing physicians an opportunity to 
become familiar with new knowledge, procedures, and 
points of view. All courses are held at Yale University 
School of Medicine or at the Grace New Haven Com- 
munity Hospital. 

Registration Fees and Tuition. Fees vary with the 
length of the courses, from $35.00 to $300.00. 

Program and Subjects. Courses are divided into the 
usual specialties. Most of the courses are for twelve pe- 
tiods, given in two-hour sessions weekly, throughout the 
academic year. 


Connecticut State Medical Society (B), Clinical Con- 
gress, 258 Church Street, Box 1438, New Haven, 
Connecticut. 

General Information. A three-day conference for 
members of the State Medical Society is designed to as- 
sist practicing physicians keep up to date on advances 
in treatment and diagnosis. It is usually held in Sep- 
tember. 

Registration Fees and Tuition. Registration fee is 
$3.00. 
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Good START on Avoipine 
Infant ALLERGIES... 


THIS. ONE-GRAIN CEREAL 


READY TO Serve 


The growing demand for a one-grain cereal suitable to 
initial infant feedings stimulated the development of 

Gerber’s Barley Cereal. Always, when the medical profession 
expresses a mew need in the area of infant nutrition, we at 
Gerber’s make every attempt to satisfy it 


Helping you give babies a better start in life is our business 

.-. our only business. So in addition to its non-allergy advantages, 
Gerber’s Barley Cereal contains added Iron, Calcium and 
important B vitamins. 

Samples: Barley Cereal, Strained Oatmeal, Cereal Food plus 
Baby Food Analysis Folder. Write on your letterhead to 

Dept. 105-0 Fremont, Mich. 


Babies are our business ... our only business ! 
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Hartford Hospital (A), 80 Seymour Street, Hartford 15, 

Connecticut. 

General Information and Fees. The medical staff of 
the Hartford Hospital conducts a regular educational 
program every day at the hospital. The program in- 
cludes ward rounds, conferences, lectures, and clinics. 
Most of the program is open to all interested physicians. 
No fees. 

Other courses in various clinical subjects are given 
each evening by the combined staffs of the Yale Uni- 
versity School of Medicine and the Hartford Hospital. 
The tuition ranges from $5.00 to $20.00 for each 
course. 


DISTRICT OF COLUMBIA 
The George Washington University Medical School 
and Hospital (A), 1335 H Street, N. W., Washing- 

ton, D. C. 

General Information. A number of full-time courses 
of one to three weeks is offered. One is in general 
medicine. 

Registration Fees and Tuition. Fees range from 
$50.00 to $150.00. 


U. S. Public Health Service (A), Washington, D. C. 

Chief of the Venereal Disease Division. 

General Information. The U. S. Public Health Serv- 
ice offers two courses annually in venereal disease con- 
trol, usually in May and November. These courses are 
intended for general practitioners and public health 
officers. 

Registration Fees and Tuition. Open to all physi- 
cians. No fees mentioned. 

Program and Subjects. These are primarily lecture 

. courses of fourteen days’ duration in venereal disease 
control. 


United States Navy, Professional Division, Bureau of 
Medicine and Surgery (A), Washington 25, D. C., 
in Cooperation with District Medical Officers at the 
Headquarters of the Respective Naval Districts. 
General Information. The United States Navy Medi- 

cal Department's graduate education programs are pri- 

marily devoted to training regular medical officers. 

Short refresher courses are handled by the District 
Medical Officer for reserve officers in their particular 
districts. Two examples of this type of course are the 
courses given at the United States Naval Hospital, 
Chelsea, Massachusetts, and the United States Navy 
Hospital, St. Albans, New York. These courses were of 
two weeks’ duration. The courses included lectures, 
demonstrations, ward rounds, and clinical conferences. 
All reserve medical officers in the Naval district where 
the courses are given are eligible to attend. Officers de- 
siting to attend should obtain orders from their Dis- 
trict Commandant in order to receive pay, allowance, 
and credit for active duty. 

In a few instances, reserve officers may obtain orders 
for training duty at the Naval Medical Center at 
Bethesda, Maryland. 

Request for information should be directed to the 
Commandant of the Naval District in which the re- 
serve officer resides. 
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United States Army, Office of the Surgeon General, 
Education and Training Division, Washington, D.C. 
Also United States Army Area Commands. 
General Information. The United States Army Medi- 

cal Department's graduate training program is devoted 

primarily to training Regular Army medical officers. 
Reserve officers desiring two weeks’ active duty 
should obtain information from the headquarters of the 

Army area in which they reside. In most cases, reserve 

medical officers desiring two weeks’ active training duty 

will be assigned to duty with a training unit. Such 
duty does not ordinarily provide any organized re- 
fresher courses for medical officers. It is possible that 

the reserve officers will be assigned to duty with a 

large unit in which case they may actually receive some 

medical training under the supervision of more experi- 
enced medical officers. 
Request for information should be directed to the 

Commanding General of the Army Area in which the 

reserve officer lives. 


Graduate School of Medicine, University of Florida, 
(A), The Department of Medicine, 2033 Riverside 
Avenue, Jacksonville, Florida. 

General Information. Short courses for practicing 
physicians are given throughout the year. The Florida 
Medical Association and the Florida State Board of 
Health are cooperating in this program. 

Registration Fees and Tuition. Fees vary with the 
course. 


The Florida Medical Association (B), Florida Theatre 

Building, Jacksonville, Florida. 

General Information. The Florida Medical Associa- 
tion in cooperation with its constituent county societies 
has arranged for scientific district meetings in various 
cities in the state during the latter part of the year. 

Registration Fees and Tuition. There are no fees. 
The meetings are intended for all members in the dis- 
trict. 4 

Program and Subjects. Two subjects will be discussed 
at each meeting. The subjects selected will deal with 
problems ordinarily faced by the practicing physicians. 
Although consisting of a formal presentation by a qual- 
ified speaker, the meetings are intended to provide in- 
formal discussions on each subject with the attending 
physicians participating. 


The Medical Association of Georgia, Emory Univer- 
sity School of Medicine (A), 36 Butler Street, S. E., 
Atlanta, Georgia. Director, Postgraduate Education, 
in conjunction with 

University of Georgia School of Medicine, University 
Place, Augusta, Georgia. 

General Information. The Medical Association of 
Georgia in cooperation with Emory University School 
of Medicine and the University of Georgia School of 
Medicine has developed a plan to provide an annual 


one-week postgraduate course for general practitioners 
at each school. 
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Detection 


patient’s chances for longevity. One million diabetics 
remain undetected in the United States.* The diabetic must be detected before it is “too late.” 
Selftester—for the general public, is a simple home test for the detection of urine-sugar. Its pur- 
pose is to help discover the hidden diabetic and bring him to the physician for adequate care. 


Control must complete 


A well-controlled diabetic is less susceptible to infection and acidosis. The incidence 
of vascular complications, retinitis, gangrene, and renal intercapillary glomerulosclerosis 
is reduced with vigorous control. “Too little” is the symbol of inadequate control. 


Clinitest for 
physician and patient 


Clinitest (Brand) Reagent Tablets dispense with external heating and cumbersome 
laboratory apparatus in the detection of urine-sugar. The tablets provide a simple, 
rapid, inexpensive method for adequate diabetic control resting upon the cardinal principles 
of diet and insulin administration guided by the urine-sugar level. 


Selftester to detect > *Joslin, E. P., Postgrad. Med.: 4:302 (Oct.) 1948. 
Urine-sugar Selftester trademark 
Clinitest to control ~- Clinitest trademark reg. U. S. and Canada 


(sy AMES COMPANY, INC. + ELKHART, INDIANA 
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Registration Fees and Tuition. Fees not mentioned. 
The courses are intended for general practitioners in 
Georgia. 
Program and Subjects. The course is designed to 
present current ideas concerning the diagnostic and 
therapeutic problems of general practice. The course 
runs for five days with meetings all day. Provisions are 
made for discussion periods after lectures on a given 


subject. 


Emory University School of Medicine (A), 36 Butler 

Street, S. E., Atlanta, Georgia. 

General Information. One- and two-week courses for 
general practitioners are given during the school year at 
the Grady Memorial Hospital and Emory University 
Hospital. 

Registration Fees and Tuition. $10.00. 


ILLINOIS 


illinois State Medical Society (B), Postgraduate Educa- 
tion Committee, 30 North Michigan, Chicago, 

Illinois. ANN Fox, Secretary. 

General Information. The Postgraduate Education 
Committee sponsors one-day scientific conferences in 
the various districts of the state, usually one or two con- 
ferences annually in each district. Progra-ns are worked 
out with the local district committee. 

Registration Fees and Tuition. All members of the 
Illinois State Medical Society are eligible to attend. 
There are no fees. 

Program and Subjects. Efforts are made to provide 
topics and speakers according to the’ local committee's 
wishes. Members of the faculties of the various medi- 
cal schools in Chicago are frequently utilized in pre- 
senting lectures. Provisions are made for round table 
discussions after each afternoon or evening session. 


Chicago Medical Society (B), 30 North Michigan Ave- 
nue, Chicago, Illinois. Committee on Postgraduate 
Medical Education. Wrttarp O. Tuompson, M.D., 
Chairman. 

General Information. The Chicago Medical Society 
provides an annual clinical conference of four days’ 
duration. The conference is usually held in March. 
The course covers a wide variety of topics of benefit to 
the general practitioner. 

Registration Fees and Tuition. The course is in- 
tended for members of the Chicago Medical Society, 
but out-of-town guests are invited. 

Program and Subjects. The program is continuous 
all day each day of the conference. Provisions are made 
for round table and panel discussions at the end of 
each morning or afternoon session. Speakers are drawn 
from all over the country. A variety of topics are cov- 
ered, many of them of particular interest to general 
practitioners and designed to bring the practicing 
physician up-to-date on new developments. 


Cook County Graduate School of Medicine (A), 427 
South Honore Street, Chicago, Illinois. James F. 
Asxrn, Registrar. 

General Information. Cook County Graduate School 
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of Medicine is organized to provide istensive courses 
of varied length in all fields of medicine. Courses are 
given continuously throughout the year. 

Registration Fees and Tuition. Available to all li- 
censed physicians who are members of their medical 
societies. Fees vary with the course. 

Program and Subjects. Short courses from two weeks 
to three months are available in any specialty or sub- 
specialty, for physicans who wish a refresher course 
in a particular subject. Longer and more intensive 
training courses are also provided for those who de- 
sire more training and experience in a given field. 
Other courses designed for physicians in the Chicago 
area of one or two hours duration one day a week for 
ten or twelve weeks are also provided. 


American College of Chest Physicians (A), 500 North 
Dearborn, Chicago 10, Illinois. Murray Kornrexp, 
Executive Secretary. 
General Information. Weekly postgraduate courses 

in diseases of the chest are sponsored by the American 

College of Chest Physicians in connection with its 

state chapters. The courses are given at different times 

in various states throughout the year. Instructors from 
medical schools present the program. 
Registration Fees and Tuition. $50.00. 


American Society of Anesthesiologists (A), Committee 
on Medical Schools and Postgraduate Education, 
118 W. Randolph Street, Chicago 1, Illinois. 
General Information. The American Society of An- 

esthesiologists is sponsoring a program of refresher 
courses in anesthesiology for general practitioners, par- 
ticularly those in rural areas. More than seventy train- 
ing centers have been established, each being directed 
by a qualified and experienced anesthesiologist. All 
courses are individualized both as to scope and period 
of instruction to fit the needs and available time of 
the applicant. 

Inquiries should be addressed to: Stevens J. Martin, 
M. D., Chairman, Committee on Medical Schools and 
Postgraduate Education, St. Francis Hospital, Hartford 
5, Connecticut. 

Registration Fees and Tuition. No fees. 


Michael Reese Hospital Postgraduate School (A), 29th 
and Ellis Avenue, Chicago 16, Illinois. 

General Information. A part-time course in gynecol- 
ogy and surgery for the general practitioner runs for 
twenty-five weeks, three hours per week, October 5 to 
March 29, 1949-1950. It is particularly suitable for 
general practitioners living within commuting distance 
of the hospital. 

Registration Fees and Tuition. $150.00. 


Chicago Medical Society (A), 30 North Michigan Ave- 
nue, Chicago 2, Illinois. Wittarpv O. THompson, 
M. D., Chairman, Committee on Postgraduate Medi- 
cal Education. 

General Information. Postgraduate courses of one- 
week duration open to all physicians who are mem- 
bers of their local medical societies are given from 
time to time. The courses are given at one of the medi- 
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For everyday management of mild and moderate 
hypertension, VERATRITE is notable for its pro- 
longed action, therapeutic safety and simplicity of 
administration. 


Each VERATRITE tabule contains: 


Veratrum viride Biologically Standardized. ...3 CRAW UNITS 


Supplied in bottles of 100, 500, 1000. 


The CRAW UNIT is an Irwin-Neisler research development. 
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cal schools with members of the faculty participating 
in presenting the program. 


University of Illinois College of Medicine (A), 1853 

West Polk Street, Chicago 12, Illinois. 

General Information. Refresher courses in various 
clinical subjects are given during the school year and 
some refresher courses in the summer. 
Registration Fees and Tuition. $10.00. 


Children’s Memorial Hospital (A), 707 Fullerton Ave- 
nue, Chicago 14, Illinois. 
General Information. A full-time four-week course 
in pediatrics is given in the fall. 
Registration Fees and Tuition. $100.00. 


American Congress of Physical Medicine (B), 30 North 

Michigan Avenue, Chicago 2, Illinois. 

General Information. The American Congress of 
Physical Medicine sponsors courses for physicians dur- 
ing its annual session. This instruction period covers 
fifteen lectures. 


University of Chicago, The School of Medicine (A), 
Fifty-eighth Street and Ellis Avenue, Chicago, Illi- 
nois, in connection with the Chicago Chapter, Ameri- 
can Academy of General Practice. 

General Information. A formal educational program 
on current trends in medicine has been developed by 
the University of Chicago Medical School and the 
South Side (Chicago) regional chapter of the American 
Academy of General Practice. The course consists of 
forty lectures given on Wednesday night of each week 
starting November 2, 1949. The course is designed for 
practicing physicians in that area. The course will be 
conducted by staff physicians of the University of Chi- 
cago Medical School. 


ILLINOIS, MISSOURI AND IOWA 
Mississippi Valley Medical Society (8), W. C. U. 

Building, Quincy, Illinois. Harotp SWwANsERG, 

M. D., Secretary-Treasurer. 

General Information. The Mississippi Valley Medical 
Society has been conducting a postgraduate scientific 
meeting with its annual meeting for a number of years. 
It is usually held in the fall of the year. 

Registration Fees and Tuition. Open to all physicians. 
There are no registration fees. 

Program and Subjects. The program is arranged to 
be of special interest to physicians in general practice. 
There are thirty lectures over a three-day period with 
provisions for round table discussions at noon. 


INDIANA 


Indiana University Medical Center (A), 1040 West 
Michigan Street, Indianapolis, Indiana. Joun J. 
Manoney, Ph.D., Assistant to the Dean. 

General Information. Refresher courses of five days’ 
duration and other longer courses are given throughout 
the academic year. The University School of Medicine 
sponsors part-time courses at some of the hospitals. 
Registration Fees and Tuition. The courses are open 
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to all licensed physicians but can accommodate only 
thirty to a course. The fees vary with the course. 

Program and Subjects. The courses are organized ac- 
cording to specialty but provide lectures and case 
presentations of interest and value to general practi- 
tioners. There are morning and afternoon sessions each 
day for five days. Provisions are made for ward rounds 
in the hospital and for discussion periods. 


1OWA 
lowa State Medical Society (B), 505 Bankers Trust 

Building, Des Moines, Iowa. Speakers Bureau. 

General Information. The Iowa State Medical So- 
ciety provides several types of postgraduate courses for 
its members, one-day refresher courses and courses con- 
sisting of a two-hour session one day a week for five 
weeks. 

Registration Fees and Tuition. The courses are in- 
tended for members of the Society. There are no fees 
for the one-day courses. There is a small fee of $10.00 
for the five-week courses. 

Program and Subjects. The short one-day courses 
are given at various cities throughout the state. The 
program usually starts at four in the afternoon with 
two subjects discussed before dinner and two after 
dinner. The five-week courses are given in the evening 
immediately following a dinner meeting. 


State University of lowa College of Medicine (A), 
Iowa City, Iowa. J. T. McCuinrock, Director of 
Postgraduate Studies. 

General Information. The postgraduate program 
presented by the State University of Iowa is designed 
primarily for specialists; however, the courses are open 
to any physician. Starting in the fall of 1949, the Uni- 
versity, in cooperation with the Iowa Academy of Gen- 
eral Practice, is offering a refresher course for general 
practitioners. 

Registration Fees and Tuition. Attendance is limited, 
so applications are accepted in the order received. Fees 
range from $25.00 to $75.00. 

Program and Subjects. The program includes regular 
postgraduate courses of one week during the academic 
year. Courses are in the usual specialty subjects. In ad- 
dition, every Wednesday afternoon the departments of 
medicine and surgery conduct “Grandrounds,” and a 
clinical pathological conference. All physicians in ac- 
tive practice are invited to attend. 


KANSAS AND MISSOURI 
Greater Kansas City Section of the American Acad- 
emy of General Practice, University of Kansas 
Medical Center (A), Kansas City 3, Kansas. 
General Information. The course is sponsored and 
arranged jointly by the Greater Kansas City Section of 
the American Academy of General Practice and the 
Department of Postgraduate Medical Education, Uni- 
versity of Kansas School of Medicine. It is presented 
at the University of Kansas Medical Center, Kansas 
City, Kansas. 
Registration Fees and Tuition. While the course is 
arranged primarily for members of the American Acade- 
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my of General Practice to provide this additional means 
for meeting the requirements in postgraduate training, 
it is open to anyone holding the degree of Doctor of 
Medicine who can arrange to attend regularly. A regis- 
tration fee of $25.00 is required to cover the cost of 
the course. Any who find it impossible to attend the 
full course may enroll for part of the sessions at a fee 
of $5.00 for each program. 

Program and Subjects. The course is planned for 
afternoon and evening sessions starting at 3:00 o'clock. 
Each session will run approximately two and one-half 
hours, so that each day of instruction will consist of a 
total of five hours. A period of at least twenty minutes 
will be available at the close of each lecture for a dis- 
cussion of questions from the floor. 


KANSAS 
The Medical School of the University of Kansas, Kan- 
sas Medical Society, Kansas State Board of Health 

(A), Kansas City 3, Kansas. 

General Information. The above organizations work 
together to provide short two- and three-day refresher 
courses at the University of Kansas Medical Center. 
Circuit courses are also given in different cities through- 
out Kansas. 

Registration Fees and Tuition. All physicians are 
eligible to attend these courses. 

Program and Subjects. Each program relates to one 
field of medicine, and is designed to give the practicing 
physician information on new developments in diag- 
nosis and treatment. 


University of Kansas Medical Center (A), 39th and 
Rainbow Boulevard, Kansas City 3, Kansas. 
General Information. Regular courses in various 

clinical subjects are given throughout the academic 

year. 
Registration Fees and Tuition. The fees vary. 


KENTUCKY 
Kentucky State Medical Association, University of 

Louisville School of Medicine (A), Postgraduate Re- 

fresher Training, 323 East Chestnut Street, Louis- 

ville 2, Kentucky. 

General Information. The Kentucky State Medical 
Association in conjunction with the University of Louis- 
ville School of Medicine provides two- to five-day in- 
tensive refresher courses in medicine and surgery. 

Registration Fees and Tuition. Tuition is $10.00. 


LOUISIANA 
The Tulane University of Lovisiana School of Medi- 

cine (A), Division of Graduate Medicine, 1430 

Tulane Avenue, New Orleans, Louisiana. 

General Information. Tulane University School of 
Medicine has conducted short refresher courses for 
general practitioners for a number of years. 

Registration Fees and Tuition. All physicians are 
eligible to apply. There is a tuition fee of $30.00 per 
week. 


Program and Subjects. The courses are divided ac- 
cording to the usual specialty subjects, and are for a 
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period of one week. Courses are given throughout the 
academic year. The courses are intended to assist the 
general practitioners to keep abreast of new develop- 
ments in medical practice. 


Tangipahoa Parish Medical Society, Lovisiana State 
University (A), 1542 Tulane Avenue, New Orleans, 
Louisiana. 

General Information. The Tangipahoa Parish Med- 
ical Society in conjunction with the State University 
provides a continuation course for general practitioners. 
The course consists of twenty-two hours given once 
every two weeks over a period of three months. 

Registration Fees and Tuition. There are no fees. 


MARYLAND 

University of Maryland School of Medicine (A), Lom- 

bard and Greene Street, Baltimore 1, Maryland. 

General Information. The University of Maryland 
School of Medicine provides review courses of ten to 
twelve weeks’ duration for general practitioners. 

Registration Fees and Tuition. Tuition is $125.00 to 
$150.00 per course. Limited to a small class. 

Program and Subjects. The courses include lectures, 
clinics, ward rounds, and demonstrations. Courses are 
divided into the usual specialty subjects. 


University of Maryland School of Medicine (A), Lom- 
bard and Greene Street, Baltimore 1, Maryland. Post- 
graduate Committee. 

General Information. The University of Maryland 
sponsors refresher courses for practicing physicians 
throughout the state. The courses are given wherever a 
local group can provide a meeting place and guarantee 
an attendance of at least twenty-five physicians. Each 
session is devoted to one clinical subject. Six meetings, 
once a month, are planned for each group. 

Registration Fees and Tuition. $25.00. 


MASSACHUSETTS 
New England Postgraduate Assembly (B), Sponsored 
by the Médical Societies of Maine, New Hampshire, 

Vermont, Massachusetts, Rhode Island, and Connec- 

ticut Executive Committee, 8 Fenway, Boston 15, 

Massachusetts. 

General Information. This assembly has been con- 
ducted for the last eight years by the above medical 
societies in the fall of each year. 

Registration Fees and Tuition. All physicians are 
eligible. Registration fee is $2.00. 

Program and Subjects. The meetings are of three 
days’ duration and include lectures and clinics at hos- 
pitals in Boston. Numerous subjects are covered to 
bring the practicing physicians up-to-date information 
on developments in medicine. 


Tufts College Medical School (A), Postgraduate Divi- 
sion, 30 Bennet Street, Boston, Massachusetts. 
General Information. Tufts College Medical School 

provides many one-week courses for the practicing 

physicians in addition to longer courses for physicians 
desiring to specialize. 
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A true metabolic corrective for 


TOXIC HEPATITIS 


Considerable literature has accumulated 
attesting the importance of methionine 
to proper fat metabolism in the liver. In- 
deed, methionine has now been estab- 
lished as one of the essential lipotropic 
amino acids. In its absence, fatty degen- 
eration followed by cirrhosis tends to 
develop in the liver. Most significant, 
however, is the fact that the administra- 
tion of methionine to patients with such 
hepatic disorders has proven to be ex- 
ceedingly beneficial and even life-saving 
in many cases. Thus, in a series of cir- 
rhosis patients with ascites, only about 


Have confidence in.the preparation 
you prescribe — specify “Armour” 


HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN” ¢ 


27% were alive after two years, whereas, 
of those treated with methionine, over 
88% survived and a goodly percentage 
returned to normal activity. 


Methionine Armour 


is indicated for infectious or toxic hepa- 
titis as well as for cirrhosis of the liver. 
The dosage varies with the individual 
case and is usually between 2 and 10 
grams daily. Methionine Armour is sup- 
plied in tablets of 0.5 gram, bottles of 100. 


A ARMOUR 


CHICAGO 9, ILLINOIS 
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Registration Fees and Tuition. All physicians are 
eligible to apply, although there are prerequisites for 
certain courses. There is a registration fee of $5.00 and 
tuition fees vary with the course. 

Program and Subjects. Courses are given throughout 
the academic year. They are arranged according to sub- 
ject but designed to assist the practicing physician to 
keep up-to-date with progress in medicine. 

One-day conferences and clinics for general practi- 
tioners are provided on the second and fourth Friday of 
each: month at the New England Medical Center. 
There are no fees for these one-day meetings. 


Lahey Clinic (A), 605 Commonwealth Avenue, Boston 
15, Massachusetts. 
General Information. The Lahey Clinic offers two- 
hour clinics devoted to general clinical subjects Wednes- 
day and Thursday afternoons throughout the year ex- 
‘cept during July and August. 


Harvard Medical School (A), 25 Shattuck Street, Bos- 
ton 15, Massachusetts. 

General Information. Full-time refresher courses of 
one week, and longer courses of two weeks to one yeat 
are offered. The courses are classified by clinical sub- 
jects and are designed to assist the practicing’ physician 
keep up-to-date. 

Registration Fees and Tuition. Fees vary with the 
length of the course. $50.00 for a full-time course of 
one week. 


MICHIGAN 
The American Academy of General Practice of Wayne 

County, Henry Ford Hospital Medical Staff (A), 

Detroit, Michigan. 

General Information. The American Academy of 
General Practice of Wayne County sponsors the course 
in conjunction with the staff of the Henry Ford Hos- 
pital. The course is given at the Henry Ford Hospital 
in Detroit. 

Registration Fees and Tuition. The course is open to 
all physicians. For non-members the fee is $10.00; for 
members, $5.00. 

Program and Subjects. This is an intensive refresher 
course designed for the general practitioner and ar- 
ranged as part of the educational program of the Acade- 
my with the cooperation of the Henry Ford Hospital 
staff. The clinic is open to all members of the medical 
profession but particularly adapted to the physician in 
general practice, and aims to cover as many different 
phases of medical practice as possible in the time avail- 


able. All papers will be given by men experienced in 


the actual practice of medicine. 


Michigan State Medical Society, Michigan Department 
of Health (B), 2020 Olds Tower, Lansing, Michigan. 
General Information. The Michigan State Medical 

Society conducts circuit courses at various cities through- 

out the state and sponsors an annual postgraduate clin- 

ical institute. 

Registration Fees and Tuition. The postgraduate clin- 
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ical institute and the circuit courses are open to all 
physicians. There are no fees. 

Program and Subjects. Both the clinical institute and 
the circuit courses are designed to keep the practicing 
physician up to date on progress in medicine. The 1950 
postgraduate clinical institute will be held in Detroit, 
March 6-10, 1950. 


University of Michigan Department of Postgraduate 
Medicine (A), 2040 University Hospital, Ann Arbor, 
Michigan. 

General Information. Brief review courses for prac- 
ticing physicians are provided throughout the academic 
year, as well as longer postgraduate courses. 

Registration Fees and Tuition. Open to all qualified 
physicians. There are no fees indicated for the short re- 
view courses. Tuition for the longer courses is $50.00. 

Program and Subjects. The courses are divided ac- 
cording to subject. The short courses are of two days’ 
duration. The long courses are for one afternoon a week 
for a period of six months. 


Wayne University College of Medicine (A), Postgrad- 
uate Medical Education. 1512 Saint Antoine Street, 
Detroit, Michigan. 

General Information. Wayne University provides 
postgraduate continuation courses in the regular clinical 
subjects. 

Registration Fees and Tuition. Open to all qualified 
physicians. Tuition fees range from $15.00 to $50.00 
for short courses. 

Program and Subjects. Courses are given throughout 
the academic year. The short courses are given one day 
a week for various periods and are designed for physi- 
cians in the immediate area. 


MINNESOTA 
University of Minnesota Medical School Center for 
Continuation Study (A), Minneapolis 4, Minnesota. 
General Information. The University of Minnesota 
Medical School offers short refresher courses through- 
out the academic year for general practitioners. 
Registration Fees and Tuition. Open to all physi- 
cians. Tuition is $15.00 for a two-day course, $20.00 
for a three-day course, and $35.00 for a one-week course. 
Program and Subjects. Courses are designed for gen- 
eral practitioners and, with the exception of one course 


in general medicine, are devoted to one clinical subject. 


MISSOURI 
(See courses listed in Kansas also) 


Kansas City Southwest Clinical Society (B), 630 Shu- 
kert Building, Kansas City, Missouri. 

General Information. The Kansas City Southwest 
Clinical Society holds an annual fall clinical conference 
of four or five days’ duration. 

Registration Fees and Tuition. Open to all physi- 
cians. $15.00. 

Program and Subjects. The lectures cover a variety 
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boxing the compass in infant nutrition 


North, East, South, West—for every type of nutritional requirement, there is a 
Borden prescription product scientifically designed to.meet the problem. 


BIOLAC, Borden’s improved, evaporated-type liquid modified milk, provides for 
all the known nutritional needs of early infancy except vitamin C. 


DRYCO, a high-protein, low-fat powdered milk, serves as a valuable food in itself 
and as a versatile base assuring ample protein intake plus vitamins A and D. 
MULL-SOyY is the answer to milk allergies—an emulsified hypo-allergenic soy food 
approximating milk. GERILAC, a spray-dried whole milk and skim milk powder, 
supplies elderly patients with high quality protein, calcium and iron, and also vita- 
mins A, D, B and C. BETA LACTOSE promotes normal intestinal flora and acidity 
when used as a carbohydrate modifier. KLIM is powdered pasteurized whole 

milk, spray-dried for rapid solubility, convenient in hot climates and during travel. 


These Borden products conform to the requirements of the Council on Foods 
and Nutrition and the Advertising Committee of the American Medical Association 
and are available only in pharmacies. We welcome inquiries from physicians. 


Write for professional literature and attractive practical Recipe Books. 


The Borden Company, Prescription Products Division 
350 Madison Avenue, New York 17 


GP © Volume I, Number 2 


2 

\ / 

—_ 

4 

108 

‘ 


of clinical subjects. There are also round table discus- 
sions and clinical conferences and sectional lecture 
groups. The program is arranged to be of interest to the 
general practitioner. 


Washington University School of Medicine (A), Euclid 
Avenue and Kingshighway, St. Louis 10, Missouri. 
General Information. The Washington University 

School of Medicine provides a two-week review course 

for general practitioners. It also offers longer courses in 

various clinical subjects. 


General Practitioners’ Study Club (B), 10300 Lackland 
Road, St. Louis 14, Missouri. Joun O’ConneELL, 
M.D., Director. 

General Information. This organization sponsors eight 
two-hour monthly meetings for general practitioners, 
September through April of each year. 

Registration Fees and Tuition. There are no fees or 
dues. All members of the American Academy of Gen- 
eral Practice and general practitioners of organized 
medicine are cordially invited to attend. 


American Academy of General Practice (A), 406 West 
34th Street, Kansas City 2, Missouri. 

General Information. The Annual Scientific Assem- 
bly is held in the spring of each year. The meetings are 
held in one of the large cities. The 1950 Assembly will 
be in Saint Louis, Missouri, February 20-23. The scien- 
tific program is of three or four days’ duration and is 
designed specifically for general practitioners. 

Registration Fees and Tuition. There is no fee for 
members of the American Academy of General Practice. 
Non-members registration fee, $5.00. 


NEBRASKA 

University of Nebraska College of Medicine (A), 42nd 

Street and Dewy Avenue, Omaha 5, Nebraska. 

General Information. The University of Nebraska 
College of Medicine offers short refresher courses for 
practicing physicians, as well as longer regular post- 
graduate courses in clinical subjects. The short courses 
are for one week, the longer course, six weeks. 

Registration Fees and Tuition. The fees vary with 
the course. For the short course, $25.00. 


Omaha Mid-West Clinical Society (A), 1031 Medical 
Arts Building, Omaha, Nebraska. D. J. Wuson, 
M.D., Secretary. 

General Information. The Omaha Mid-West Clinical 
Society is made up of physicians on the teaching facul- 
ties of Creighton or the University of Nebraska Medical 
School. It presents annually a five-day postgraduate 
course, always in October. 

Registration Fees and Tuition. Open to all qualified 
physicians. Fees not given. 

Program and Subjects. The program is planned es- 
pecially for general practitioners and includes lectures, 
clinics, round table discussions, and scientific exhibits. 


The Creighton University School of Medicine (A), 
306 N. Fourteenth Street, Omaha, Nebraska. Post- 
graduate Assembly Committee. 
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General Information. A three-day clinical conference 
for practicing physicians is sponsored by the Creighton 
University. It is usually held in the spring of the year. 


NEW JERSEY 
The Medical Society of New Jersey (B), 55 Lincoln 

Park, Newark, New Jersey. In connection with 

Rutgers University. 

General Information.The Rutgers University in con- 
junction with the State Medical Society of New Jersey, 
provides postgraduate courses in general medicine. The 
courses are given at hospitals in various cities in New 
Jersey. 


NEW YORK 
Joint Committee on Postgraduate Education, The Long 

Island College of Medicine, The Medical Society of 

the County of Kings, Academy of Medicine, Brook- - 

lyn (A), 1313 Bedford Avenue, Brooklyn, New York. 

General Information. A series of short refresher 
courses designed for the general practitioner is given 
during the academic year at the Long Island College of 
Medicine. 

Registration Fees and Tuition. Graduates of registered 
medical schools are eligible. The fees are $20.00 to 
$50.00 per course. 

Program and Subjects. The courses are according to 
clinical subject and of about a week in length, one 
session of one to two hours a day. They include lectures 
and clinical demonstrations. Hospitals and their staffs 
in the immediate area participate in the program. 


Columbia University College of Physicians and Sur- 
geons (A), 630 West 168th Street, New York 32, 
New York. Joann B. Trustow, M.D., Assistant Dean. 
General Information. The Columbia University Col- 

lege of Physicians and Surgeons offers refresher courses 

for general practitioners throughout the academic year. 
Registration Fees and Tuition. Open to all licensed 

physicians. Tuition and fees vary with the course. 
Program and Subjects. The courses are given by 

clinical subject and range from two one-hour sessions 

a week for one week to nine weeks. The facilities of 

many of the leading hospitals are used and much of 

the instruction is carried out at the hospital. The courses ’ 
are designed to give general practitioners the latest ad- 
vancement in various fields of medicine. 


New York Polyclinic Medical School and Hospital (A), 
345 West 50th Street, New York 17, New York. 
Epwarp L. Kettocc, M.D., Medical Executive Officer. 
General Information. The New York Polyclinic Med- 

ical School and Hospital has a full-time course of six 

weeks’ duration for general practitioners. 

Registration Fees and Tuition. Open to graduates of 
approved medical schools who have completed an in- 
ternship. Fees not given. 

Program and Subjects. The course is designed to 
cover subjects of particular interest to physicians in 
general practice. It includes the fundamentals of the 
various medical and surgical specialties and a practical 
review of established procedures and recent advances 
in medicine and surgery. 
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from head to toe 


CEREVIM-fed children showed greater 
clinical improvement, in the following 
nutrition-influenced categeries, than 
children fed on ordinary unfortified 
cereal or no cereal at all:! 


hair lustre 

recession of corneal invasion 
retardation of cavities 

condition of gums 

condition of teeth 

skin color 

skeletal maturity 

skeletal mineralization 

*blood plasma vitamin A increase 
*blood plasma vitamin C increase 
subcutaneous tissues 
dermatologic state 

urinary riboflavin output 
musculature 

plantar contact 


Here’s why: CEREVIM is not just a cereal. 


Much more: CEREVIM provides 8 natural 
foods: whole wheat meal, oatmeal, milk 
protein, wheat germ, corn meal, barley, 
Brewers’ dried yeast and malt — PLUS 
added vitamins and minerals. 


CEREVIM 


CEREALS+ VITAMINS+MINERALS 


1. "*A Study of Enriched Cereal in Child Feeding’’ Urbach, 
C.; Mack, P. B., and Stokes, Jr., J: Pediatrics 1:70, 1948. 
*Cerevim contains neither vitamin A nor C, but apparently 


exercises an A-and-C sparing effect attributed to its 
high content of predigested protein and major B vitamins. 


SIMILAC DIVISION M & R DIETETIC LABORATORIES, Columbus 16, 
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New York University—Bellevue Medical Center Post- 
graduate Medical School (A), 477 First Avenue, 
New York 16, New York. C. E. pe 1a CHapette, 
M.D., Associate Dean. 

General Information. The New York University pro- 
vides part-time and full-time postgraduate courses in 
various clinical subjects. 

Registration Fees and Tuition. Open to graduates of 
approved medical schools who have completed an in- 
ternship. 

Program and Subjects. Most of the courses are open 
to general practitioners and a few are designed for 
general practitioners. The part-time courses are six- to 
twelve-week courses with two one-hour sessions a week. 
Full-time courses from two weeks or more are also 
given. 


University of Buffalo (A), Department of Postgraduate 
and Continuation Studies, 24 High Street, Buffalo 
3, New York. Wixt1am F. Lipp, M. D., Secretary. 
General Information. A two-week course for general 

practitioners is offered by the University of Buffalo. 

The facilities of the hospitals in the city are used for 

instruction. 

Registration Fees and Tuition. Open to qualified 
physicians. The tuition is $60.00. 

Program and Subjects. This is a full-time two-week 
course combining didactic and clinical teaching. The 
course is designed to provide a practical review of re- 
cent advances in diagnosis and treatment. It includes 
panel discussions in order to provide an opportunity 
for all the members of the class to participate in dis- 


cussion. 


Council of Rochester Regional Hospital, Inc. (A), 133 
East Avenue, Rochester 4, New York. Paut A. 
LemscueE, M.D., Associate Director. 

General Information. The Council of Rochester Re- 
gional Hospitals sponsors postgraduate or refresher 
courses for general practitioners at its member hos- 

itals. 

Registration Fees and Tuition. Open to all physi- 

cians in the area. There are no fees mentioned. 

Program and Subjects. Courses are planned primari- 
ly for general practitioners. They are from two to five 
days’ duration and are given at one of the hospitals in 


the area. 


New York Academy of Medicine (B), 2 East 163rd 

Street, New York 29, New York. 

General Information. The New York Academy of 
Medicine provides lectures on general medicine each 
Friday afternoon over a three-month period during the 
winter. 


American Trudeau Society Medical Section, National 
Tuberculosis Association (A), 1790 Broadway, New 
York 19, New York. Epmonnp R. Lone, M. D., Ex- 
ecutive Secretary. 

General Information. The American Trudeau So- 
ciety offers through its state chapters postgraduate 
courses in pulmonary diseases for general practitioners. 
The courses are given in cooperation with the faculty 
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of a medical school at various times throughout the 
year. 

Registration Fees and Tuition. Open to all qualified 
physicians. Tuition, $25.00 to $50.00. 

Program and Subjects. The courses are devoted, of 
course, to pulmonary diseases. They are planned spe- 
cifically for physicians in general practice. The courses 
are usually given at a medical school and utilize the 
school’s facilities and teaching faculty. The courses con- 
sist of two- and three-day full-time sessions of lectures 
and clinical demonstrations. 


State of New York Department of Health, Medi- 
ical Society of the State of New York (A), Albany 1, 
New York. 

General Information. Short refresher courses for 
general practitioners of one day to one week’s duration. 
The courses are given at medical schools or hospitals at 
various cities during each year. 

Registration Fees and Tuition. $3.00. 


New York Medical College, Flower & Fifth Avenue 
Hospitals (A), 20 East 106th Street, New York 29, 
New York. 

General Information. Regular postgraduate courses in 
various clinical subjects. Courses are of three months’ 
duration—full time. 

Registration Fees and Tuition. $250.00. 


Cornell University Medical College (A), 1300 York 

Avenue, New York 21, New York. 

General Information. Regular full-time postgraduate 
courses in various clinical subjects. 

Registration Fees and Tuition. These vary with the 
course. 


NORTH CAROLINA 

University of North Carolina School of Medicine (A), 

Extension Division, Chapel Hill, North Carolina. 

General Information. The University of North 
Carolina School of Medicine provides postgraduate 
courses in general medicine of six to eight weeks’ dur- 
ation one day a week during the academic year. The 
courses are given at various cities in the state of 
North Carolina. 

Registration Fees and Tuition. Tuition, $20.00 to 
$30.00. 


Southern Pediatric Seminar, Infants and Children’s 
Sanitarium (A), Saluda, North Carolina. Sam 
RaveneL, M. D., Dean. 

General Information. A two-week full-time summer 
course in pediatrics has been provided by this organ- 
ization for twenty-five years. A course in obstetrics has 
been added in the last few years. 

Registration Fees and Tuition. Open to all physi- 
cians. There is a registration fee of $25.00. 

Program and Subjects. The course is limited to pedi- 
atrics and obstetrics but is designed for general prac- 
titioners. Lectures are given by experienced instructors 
in these fields of medicine and hospital clinics are held 
at two hospitals. Model maternal and child health 
clinics are also conducted. 
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and other disorders 


with impaired 
fat metabolism 


TRADEMARK 


Provides Choline aud Methionine 
in Potent Tablet Form 


for Dual Lipotropic Effect 


contains the important lipotropic factors, choline 
and methionine, which have been found to prevent or correct 
disturbances of fat metabolism and to protect the liver against 
injurious influences. Lipotropic agents have shown promise in 
liver cirrhosis, toxic and infectious hepatitis, atherosclerosis, 
hypoproteinemia and toxemia of pregnancy, and diabetes— 
all conditions in which disordered fat metabolism or liver 
damage is involved. 


© Provides dual action of choline 
and methionine @ Provides high-potency dosage of both choline 
and methionine e Presented in convenient tablet form... 
sugar coated for patient-acceptance 


THE CENTRAL PHARMACAL COMPANY 
Products Born of Continuous Research 
SEYMOUR, INDIANA 


*Trademark of The Central Pharmacal Co. 
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Duke University School of Medicine (A), Durham, 
North Carolina. 

General Information. Duke University offers clinics 
and one- to two-week postgraduate courses open to all 
practicing physicians. It also cooperates with Duke 
University Hospital and Watts Hospital in presenting 
an annual symposium in the fall designed primarily 
for general practitioners. 


OHIO 
Ohio State Medical Association (A), 79 East State 

Street, Columbus, Ohio. Mr. C. S. Netson, Execu- 

tive Secretary. 

General Information. The Ohio State Medical As- 
sociation in conjunction with its county societies offers 
a number of postgraduate courses and scientific meet- 
ings at Councilor Districts and County Medical So- 
cieties’ meetings. 

Registration Fees and Tuition. Planned for Ohio 
physicians. There are no fees. 

Program and Subjects. Some meetings are one-day 
meetings usually devoted to one clinical subject. Six 
to eight lectures are given at each meeting, followed by 


a panel discussion. Other meetings provide a program’ 


of lectures covering four or five subjects. Although not 
designed specifically for general practitioners, the meet- 
ings are planned to assist the practicing physician to 
keep up on new developments in medicine. Since the 
meetings are held in various cities it is easier for the 
practicing physician to attend. 


The Cincinnati Society of General Physicians, Univer- 
sity of Cincinnati School of Medicine (A), Eden and 
Bethesda Avenue, Cincinnati, Ohio. 

General Information. The members of the American 
Academy of General Practice in Cincinnati in collabo- 
ration with the University of Cincinnati College of 
Medicine conducts monthly seminars for general prac- 
titioners. 

Registration Fees and Tuition. Designed for general 
practitioners in the Cincinnati area. There are no fees 
mentioned. 

Program and Subjects. The courses consist of two- 
hour lectures two days a week. Each monthly pro- 
gram is devoted to one clinical subject and is de- 
signed to keep the practicing physician up to date on 
new developments as well as to act as a refresher 
course on techniques and procedures. 


Western Reserve University (A), 2109 Adelbert Road, 
Cleveland 6, Ohio. Joun L. Caucuey, Jr., M.D., 
Associate Dean. 

General Information. The University presents short 
refresher courses for general practitioners of one day a 
week for a period of twelve weeks. The courses include 
lectures, clinics, and pathological conferences. 


OKLAHOMA 
Oklahoma State Medical Association (B), 210 Plaza 
Ct. Building, Oklahoma City, Oklahoma. Mr. R. H. 
GranaM, Executive Secretary, and the Oklahoma 
State Health Department, Grapy F. Maruews, 
M. D., Commissioner. 
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General Information. The Oklahoma State Medical 
Association provides short refresher courses in each dis- 
trict of the state. The state is divided into eight cir- 
cuits with five teaching centers in each circuit, making 
a total of 40 teaching centers. 

Registration Fees and Tuition. Open to all ethical 
physicians. Enrollment fee, $20.00. 

Program and Subjects. Each course is devoted to 
one clinical subject. It consists of a two-hour session 
once a week for a period of ten weeks. 

Two years is required to cover the entire state. Pro- 
gram for July 1, 1949, to June 30, 1951, is Internal 
Medicine. Robert M. Becker, M. D., of Boston, Mass., 
is the instructor. Certificates of Attendance are issued 
to those who attend seven or more of the ten lectures. 


The University of Oklahoma School of Medicine (A), 
Postgraduate Education, 800 Northeast Thirteenth 
Street, Oklahoma City 4, Oklahoma. 

General Information. The University of Oklahoma 
School of Medicine provides full-time postgraduate 
courses of two to three days’ duration. In addition 
there are regular scheduled conferences every after- 
noon which interested physicians may attend. 

Registration Fees and Tuition. Open to all qualified 
physicians. No fees are mentioned. 

Program and Subjects. Courses are devoted to one 
clinical subject and consist of lectures, ward rounds, 
clinics, and round table discussions. The one-hour con- 
ferences are also devoted to one clinical subject each 
day. 


Oklahoma City Clinical Society (B), 512 Medical Arts 
Building, Oklahoma City, Oklahoma. 
General Information. An annual clinical conference 
of four days’ duration is held each fall. 
Registration Fees and Tuition. $15.00. 


The Association for the Study of Internal Secretions 
(8), Office of the Secretary, 1200 North Walker, 
Oklahoma City 3, Oklahoma. 

General Information. The Association sponsors a sci- 
entific session of one-week duration of lectures and 
demonstrations in clinical endocrinology. The program 
is intended to be of interest and practical value to both 
general practitioners and specialists. 


Oklahoma Academy of General Practice (B), holds a 
two-day meeting annually with ten guest speakers 
on general practice. No registration fee. 


OREGON 
University of Oregon Medical School (A), Director of 

Postgraduate Training, 3181 S. W. Marquam Hill 

Road, Portland, Oregon. 

General Information. The University of Oregon 
Medical School provides full-time five-day courses in 
various clinical subjects during the academic year. 

Registration Fees and Tuition. Open to qualified 
physicians. Tuition is $30.00 to $75.00. 

Program and Subjects. All the five-day courses are 
designed to meet the needs of physicians in general 
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Hail the hardy perennial POISON IVY 
(and Poison Oak) 


with prophylactic injections of 


It’s the same story every year: poison ivy grows where 
least expected, grows luxuriantly, green and glossy, and 
produces its characteristic inflammation and dermatitis in 
about 50% of all contacts; and not necessarily the same 
individuals each year either, for sensitivity varies. 

IvyoL extract may help protect your patients against the 
discomfort of rhus dermatitis. Reports from many sources 
show the advantage of using a desensitizing extract such as 
Ivo. which contains the active principle of poison ivy. 
Prophylaxis: Contents of one Ivyot vial (0.5 cc.) 
intramuscularly, each week for four weeks. 

Treatment: Contents of one vial (0.5 cc.) intra- 
muscularly, every 24 hours until symptoms are relieved. 
IvyoL extract is a 1:1,000 solution of the toxic principle 
derived from poison ivy, in sterile olive oil, and is supplied 
in packages containing one or four 0.5-cc. vials. 

Sharp & Dohme, Philadelphia 1, Pa. 
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practice as well as specialists. The courses consist of 
lectures, ward rounds, and clinics. 


PENNSYLVANIA 
Medical Society of the State of Pennsylvania, Gradu- 
ate Education Institute (B), 5000 Penn Avenue, 

Pittsburgh, Pennsylvania. 

General Information. The Medical Society has ar- 
ranged for postgraduate courses for general practitioners 
to be given at a number of cities throughout the state. 
Each course is for a period of five weeks, one day a 
week. 

Registration Fees and Tuition. Intended for prac- 
ticing physicians within the state. Tuition, $25.00. 


University of Pennsylvania Graduate School of Medi- 
cine (A), 36th and Pine Street, Philadelphia, Penn- 
sylvania. 

General Information. Long courses in various clini- 
cal subjects are offered. These are full-time courses 
covering a period of thirty-two weeks. 

Registration Fees and Tuition. $800.00. 


The American College of Physicians (A), 4200 Pine 

Street, Philadelphia 4, Pennsylvania. 

General Information. Postgraduate courses in inter- 
nal medicine are given at medical schools or hospitals, 
primarily fer members of the College of Physicians. 

Registration Fees and Tuition. Fees are $60.00 to 
$120.00 per week for non-members. 


SOUTH CAROLINA 
Medical College of the State of South Carolina (A), 

16 Lucas Street, Charleston 16, South Carolina. 

Joun A. Boonz, M.D., Assistant Dean. 

General Information. An annual postgraduate semi- 
nar of three days is given under the sponsorship of the 
Alumni Association by the Medical College for the 
purpose of helping the general practitioners of the 
state to keep up with recent developments in the vari- 
ous fields of medicine. 


TENNESSEE 
Tennessee State Medical Association (B), Committee 
on Postgraduate Instruction, 706 Church Street, 

Nashville, Tennessee. 

General Information. The Tennessee State Medical 
Association provides an annual postgraduate course in 
various districts of the state. Each lecture is devoted to 
one clinical subject. 

Registration Fees and Tuition. Open to all quali- 
fied physicians. Registration fee is $10.00. 

Program and Subjects. Each course consists of a two- 
hour session for ten weeks. It includes both lectures 
and clinics. 


Tennessee Valley Postgraduate Medical Assembly (B), 
409 Doctors Building, Knoxville, Tennessee. 
General Information. The Tennessee Valley Post- 

graduate Medical Assembly provides courses te assist 


the physicians in that area to keep abreast of medical 
progress It is usually held in the spring of the year. 
Registration Fees and Tuition. Registration fee, $5.00. 


Nashville Academy of Medicine, Davidson County 
Medical Society (B), Nashville, Tennessee. 
General Information. An annual postgraduate medi- 

cal assembly of two days’ duration is designed largely 

for the general practitioners. It is held in the fall. 


Meharry Medical College (A), 18th Avenue North & 
Meharry Boulevard, Nashville 8, Tennessee. 
General Information. The courses at this college are 

offered twice yearly. They are short refresher courses 

in various fields of medicine and cover five days of 
from five to six hours per day. 
Registration Fees and Tuition. $25.00. 


TEXAS 
Dallas Southern Clinical Society (B), 433 Medical Arts 

Building, Dallas 1, Texas. 

General Information. The Dallas Southern Clinical 
Society has a four-day clinical conference in general 
medicine, usually held in the spring. 

Registration Fees and Tuition. Registration fee, 
$20.00 to $25.00. 


Postgraduate Medical Assembly of South Texas (B), 
Executive Office, 229 Medical Arts Building, Hous- 
ton 2, Texas. 

General Information. This organization has held an 
annual scientific meeting of three days’ duration for a 
number of years. It is held during the winter. 

Registration Fees and Tuition. Open to all qualified 
physicians. Registration fee is $20.00. 

Program and Subjects. The program is planned to be 
of interest to both general practitioners and specialists. 
The meetings are devoted to various topics with lec- 


tures, clinical conferences, and round table discussions. 


Lone Star Medical Association, Texas Tuberculosis As- 
sociation (B), Prairie View University, Prairie View, 
Texas. 

General Information. These organizations provide a 
four-day postgraduate medical assembly devoted to 
general medicine. The assembly is usually held in the 
spring. 

Rageetien Fees and Tuition. There are no fees. 


International Postgraduate Medical Assembly of 

Southwest Texas (B), San Antonio, Texas. 

General Information. The International Postgradu- 
ate Medical Assembly of Southwest Texas holds an an- 
nual three-day assembly devoted to general medicine. 
The assembly is held during the winter. 

Registration Fees and Tuition. Registration fee, $15.00. 


The University of Texas School of Medicine (A), 912 
Avenue B, Galveston, Texas. 


General Information. Short courses in various clinical 
subjects are given during the school year. 


| 

2 

GP @ May, 1950 115 


..-in arthritic, 


muscular 


or neural pain 


Consideration for the patient’s comfort is 
not the only reason for effectively reliev- 
ing arthralgia, neuralgia or myalgia. 

Comroe,* in discussing arthritic pain, says: 
“Pain prevents proper rest, appetite, sleep 
and exercise, which are important factors in 
the recovery process. Peripheral circulation 
and muscle function may be decreased by 


persistent pain...” 
ARTHRALGEN, easily applied to the af- 


fected area, provides rapid as well as sus- 
tained relief from local pain. 


ARTHRALGEN combines the potent vaso- 

dilator methacholine chloride, the rube- © 
facients—thymol and menthol—and the . , rl CH 
analgesic, methyl salicylate in a unique © ( ©) 4 
ointment base for rapid penetration and 

spot action. 


ARTHRALGEN is valuable in the allevia- 
tion of the muscle, joint and nerve pain of 
arthritis, sprains, lumbago, synovitis, 
bursitis, neuritis and myositis. 
LABORATORIES 
Available in 1-oz. collapsible tubes 
and half-pound jars. Division Nutrition Research Labora'ories 


Chicago 30, Wl 
*Comroe, B. I.: Arthritis and Allied Conditions, Phila- 
delphia, Lea and Febiger, 1944, p. 187. 
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courses, less for longer periods of study. 


WASHINGTON 

Washington State Medical Association (A), 338 White- 

Henry-Stuart Building, Seattle 1, Washington. 

General Information. The Washington State Medical 
Association sponsors full-time, five-day courses in Sur- 
gery, Internal Medicine, E. E. N. & T., Obstetrics, and 
Pediatrics. Most of these courses are held at the King 
County Hospital, Seattle, Washington. 

Registration Fees and Tuition. Registration fee, $25.00. 

Program and Subjects. Dates, subjects, schedules, 
and guest speakers are published well in advance. All 
licensed M. D.’s are invited. 


The University of Washington School of Medicine (A), 
The Committee on Postgraduate Medical Education, 
Seattle, Washington. 

General Information. Special short courses are offered 
in cooperation with other medical organizations 
throughout the year, available to all licensed M. D.’s. 
There is no fee for most of the courses. Some of them 
are held at the University of Washington School of 
Medicine Auditorium, and some at the King County 
Hospital, and include clinics and ward rounds. 


Washington Academy of General Practice (A), 504 

Security Building, Olympia, Washington. 

General Information. The Washington State Chap- 
ter of the American Academy of General Practice, in 
cooperation with the University of Washington School 
of Medicine, will hold a one-day instructional course 
in General Practice on March 31, 1950, at the Audi- 
torium of the School of Medicine, University of Wash- 
ington, Seattle, Washington. 
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Registration Fees and Tuition. Tuition fees vary, 
but usually approximate $25.00 per week for short 


State Medical Society of Wisconsin (B), 704 East 
Gorham Street, Madison 3, Wisconsin. C. H. 
Crownuanrt, Secretary. 

General Information. The State Medical Society of 
Wisconsin conducts one-day postgraduate clinics at 
various cities throughout the state. 

Registration Fees and Tuition. Open to all qualified 
physicians. Registration fee, $5.00. 

Program and Subjects. The programs consist of lec- 
tures and round table discussions designed to keep 
practicing physicians abreast of medical progress. 


Interstate Postgraduate Medical Association of North 
America (B), 500 Gay Building, Madison 3, Wiscon- 
sin. G. Sutttvan, M. D., Managing Director. 
General Information. The Interstate Postgraduate 

Medical Association of North America conducts an an- 

nual scientific assembly held in the fall. 

Registration Fees and Tuition. Open to all qualified 
physicians. Registration fee, $5.00. 

Program and Subjects. The scientific assembly us- 
ually covers four days. It consists of lectures, clinics, 
and panel discussions of various clinical subjects. It is 
intended to be of interest to practicing physicians. 


University of Wisconsin Medical School (A), 418 North 
Randall Avenue, Madison, Wisconsin. LLEwELLYN 
R. Core, M.D., Coordinator of Graduate Medical 
Education. 

General Information. The University of Wisconsin 

Medical School offers full-time five-day courses in vari- 

ous clinical subjects. 


Registration Fees and Tuition. Open to qualified 


. physicians. Tuition fee, $25.00. 


Program and Subjects. The courses are devoted to 
one clinical subject but are designed to be of interest 
and help to the general practitioner. 
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ULTRA COMPACT! 


PROFEXRAY occu- 
pies fully 10 inches 
less space than other 
tilt-table units... fits 
where bulkier units 
won’t go. Extension 
+ leaf gives full length 
efficiency. May be 
used as standard or 
auxiliary examining 
table with optional 
pad and stirrups. 


ofexray | « 


pace-making design 
«at down-to-earth cost 


100 MA-100 KV $2DRBOS 


TWO-TUBE F.0.8, CHICAGO 
TILT TABLE Includes (1) All -ovtomatic 


push-button 

tronic timer uble focus 
COMBINATION 100 MA tube d (4) Sepa- 
RADIOGRAPHIC AND rate fluoroscopic tube head (5) 
FLUOROSCOPIC UNIT 12 x 16 Patterson B-2 screen 
(6) L-F Bucky. 


Never before...at even roughly comparable price... 
could the doctor obtain such full use of all x-ray 


modalities, such effortless, time-saving convenience, 


such excellent diagnostic quality. But that is by no 
means all! No other unit at any price offers the fea- 
tures of the PROFEXRAY All-automatic Push-button 
Control. Triple-interlocking control of time-KV-MA 
factors now permits full use of 100 MA techniques with 
a unit rated at 100 MA. The control makes overloading 
of tubes absolutely impossible...and introduces new 
safety factors for both patient and operator. Selection 
of the proper technique is simple even for unskilled 
technicians. The coupon brings complete information. 


PROFESSIONAL EQUIPMENT CO. 
615 S. Peoria St., Chicago 7, Ill. 
Gentlemen: 

Please send complete information on the 
Profexray 100-100 Tilt Table Unit. No obligation. 
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The Massachusetts chapter of the American 
Academy of General Practice, in cooperation 
with other chapters and state medical societies 
in the New England area, has developed plans 
for a continuous program of courses. 

The Massachusetts Medical Society will con- 
duct courses annually in twelve to eighteen cen- 
ters throughout the state. In addition, the Mas- 
sachusetts chapter of the Academy has arranged 
for special courses for its members at the Boston 
University Medical School, ‘Tufts College Medi- 
cal School, the Harvard Medical School, and 
New England Medical Center. 

Arrangements also have been made with the 
officers of the New England Assembly to con- 
duct special courses during that meeting for 
members of all New England chapters of the 
Academy. The New England Medical Societies 
(Massachusetts, Maine, Connecticut, New 
Hampshire, Rhode Island, and Vermont) have 
conducted these three-day scientific assemblies 
for the past nine years. 

The Wisconsin Academy of General Practice 
is cooperating with the State Medical Society of 
Wisconsin and the two medical schools in the 
state in planning its medical study courses for 
members. 

On April 13 and 20, and on May 3, the State 
Medical Society has arranged industrial health 
clinics at Kohler, Wisconsin Rapids, and Mil- 
waukee. 

The State Medical Society’s spring clinic pro- 
gram also starts in April. These are one-day 
meetings held in different cities throughout the 
state. The schedule is as follows: 

April 25—Baraboo 

April 26—Janesville 

April 27—Racine 

May 23—Chippewa Falls 
May 24—Wausau 

May 25—Green Bay 
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POSTGRADUATE CONTINUATION COURSES 


The program consists of scientific lectures by 
outstanding teachers from the medical schools 
followed by a symposium and a period of ques- 
tions and answers. Credit for attendance will be 
accepted towards the 50 hours of formal study 
required of Academy members every three years. 

The International and Fourth American Con- 
gress on Obstetrics and Gynecology will be held 
at the Statler Hotel in New York, May 15 to 
19. The program consists of lectures by guest 
speakers from many foreign countries, as well as 
the United States. 

The Southern Pediatric Seminar of Saluda, 
North Carolina, announces their Thirtieth An- 
nual Seminar will be held July 17 to August 5, 
1950. The pediatric seminar will run from July 
17 through 29, and the seminar in obstetrics and 
gynecology from July 31 through August 5. 

Daily clinics will he held at the Spartenburg 
Baby Hospital in Saluda. Faculty members of 
many of the medical schools will serve as in- 
structors during the sessions. Registration fees 
are $40.00 for the pediatric course, $25.00 for 
the course in obstetrics and gynecology, or $50.00 
for both courses. 

The North Carolina Academy of General 
Practice held its second annual session at Dur- 
ham on March 19, 20, and 21. Arrangements 
were made with Duke University School of 
Medicine to present a two-day symposium dur- 
ing the meeting. The symposium was conducted 
by the medical school faculty and included lec- 
tures, ward rounds, and panel discussions. 

The University of California School of 
Medicine is offering a number of continuation 
courses of interest to general practitioners at the 
Medical Center, Parnassus and Third Avenue, 
San Francisco, during the remainder of the year. 
In April, two courses were given, one in Internal 


Medicine and General Surgery, and another in 


> 
. . 


Psychiatry for general practitioners. August 28 
through 30 there will be a special course on 
Gastroenterology. During September and Oc- 
tober, the medical school is conducting evening 
symposia on medicine. The course will meet 
every Monday evening. December 4 to 8 a course 
in bone and joint surgery will be given. 


A new General Practice Residency program 
has been set up by the State University of lowa 
College of Medicine and the State University 
Hospitals. It consists of one year of varied train- 
ing in University Hospitals (General, Children’s, 
and Psychopathic) with special emphasis on 
practical experience in modern diagnostic and 
therapeutic techniques. 

Each trainee will be given the opportunity to 
vary his advanced training in the light of his 
past experience and personal preferences. The 
program wil] be sufficiently elastic to allow cer- 
tain substitutions within the outlined scheme for 
persons desiring to obtain additional training in 
a particular field. In such cases, one or more ef 
the two-month periods may be omitted in favor 
of other more desirable specialized work. 

Six students will be accepted for the first 
training period to begin July 1, 1950, and to 
continue through June of 1951. All postgradu- 
ate trainees must have had a general rotating in- 
ternship at an approved hospital before being 
eligible for admission. 

In addition to the residency, a preceptorship 
with a general practitioner in the state and/or 
a residency in a community hospital may be ar- 
ranged in the community selected by the trainee. 

The tentative schedule includes two months 
of general medicine during which general prac- 
tice residents will be in charge of wards along 
with regular medical residents of the hospital 
staff; two months in Medical Outpatient Clinic 
with emphasis on psychosomatic medicine and 
the relation of emotional problems to disease; 
two months in Traumatic Surgery and Ortho- 
pedics, the period in each area to be determined 
by the material available at the time and the 
precise type of training desired; two months in 
Pediatrics, to be divided between clinic and hos- 
pital; two months in Otolaryngology with con- 
siderable emphasis on diagnosis, office practice 


GENERAL PRACTICE RESIDENCIES 


A five-day course in pulmonary diseases and 
their relation to employment will be given by 
the University of Pittsburgh (Pennsylvania) 
School of Medicine, May 15-19. The course is 
sponsored by the American Trudeau Society, 
1790 Broadway, New York 19, New York. The 
tuition fee is $50.00. 


and techniques; two months in Obstetrics and 
Gynecology with special emphasis on actual 
practical experience. 

Inquires should be addressed to: State Uni- 
versity of Iowa Hospitals, Office of the Dean, 
College of Medicine, Iowa City, Iowa. 

The Tufts College Medical School, Boston, 
Massachusetts, with the cooperation of the 
Bingham Associates Fund, instituted a two-year 
training program for general practitioners in 
July, 1948. 

The first year consists of a rotating internship 
in hospitals affiliated with the New England 
Medical Center. The second year is provided at 
the university teaching center and the program 
is arranged in such a manner that each trainee 
receives a maximum of individual instruction in 
diagnostic and therapeutic medicine, surgery, 
obstetrics, and pediatrics. 

Dr. Roy C. Crosly, in a recent report on this 
program, stated: 


The provision of optimum training for medical grad- 
uates intending to go into general practice is one of 
the more difficult problems with which those interested 
in graduate medical education must contend. Ideally, 
since a large part of the general practitioner's work 
will be in the field of general medicine, a prolonged 
period of medical training is advisable. Since he will be 
called upon to perform major surgical procedures, at 
least those of emergency nature, he should be well 
trained in basic surgical principles and particularly 
trained to perform those surgical procedures which he 
may be called upon to perform. Fracture work will 
often fall to his lot if it is to be promptly and com- 
petently handled as it must be for good end results. 
The American Academy of Pediatrics has found that 
75 per cent of the medical care of children in this 
country is provided by general practitioners. The neces- 
sity for pediatric training is obvious. Similarly, the prac- 
tice of better obstetrics necessitates the better training 
of general practitioners in this field since they provide 
the major part of obstetric care in this country. It 
therefore becomes obvious that ideally the general prac- 
titioner should have sufficient periods of time in his 
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graduate training to acquire some skill at diagnostic 
and therapeutic medicine, surgery, orthopedics, obstet- 
rics, and pediatrics, which would obviously involve 
several years of training after medical school. . . . 


The University of Michigan in cooperation 
with the University Hospital and other affiliated 
hospitals established an intern and resident train- 
ing program for general practice in 1949. The 

provides for a one-year rotating intern- 
ship followed by a one-year rotating residency 
with a third year optional. The two-year period 
was divided into six months at each of the coop- 
erating hospitals. Since the number of students 
interested in general practice has increased, 
plans are under way to bring more hospitals 
into the program. Dr. Albert C. Furstenberg, 


Dean of the Medical School, recently reported 
that in 1948 only twenty senior students were 
interested, while in 1949, sixty-three students 
expressed a desire for training in general practice. 

A two-year approved rotating residency for 
general practice has been established at the Uni- 
versity of Texas in Galveston. The facilities at 
St. Mary’s Hospital in Galveston will be used 
at the present time. The 24-month rotating serv- 
ice includes Surgery, Medicine, Pediatrics, Gyn- 
ecology and Obstetrics, Laboratory Service, GU, 
Orthopedics, Psychiatric, Emergency Room, and 
X-ray. Laboratories, library, seminars, lectures, 
pathological and departmental conferences, etc., 
of the University of Texas Medical Branch are 
an essential part of the program. 


“Tamphel 


ARE YOUR PATIENTS ACTUALLY 


The self-adjusting features of the Campbell Bed permit the 
patient to make changes in position at will without assistance. 
Electrically operated on ordinary house current, the Campbell 
Bed is adjusted by effortlessly touching the small control unit. 
This bed fits into any standard twin bed, thus eliminating all 
hospital room appearances. 

Write for complete information or ask your surgical dealer. 


Camphell cnc company CINCINNATI 2 * OHIO 
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PRESIDENTS 


AND 


Alabama: President, J. Paul Jones, M.D., Camden; 
Secretary, W. A. Dozier, Jr., 17 Molton, Mont- 
gomery 

Arizona: President, Abe I. Podolsky, M.D., 380 South 

Main, Yuma; Secretary, Lucille M. Dagres, M.D., 

543 East McDowell Rd., Phoenix 


Arkansas: President, Fount Richardson, M.D., Fayette- 
ville; Secretary, W. B. Grayson, M.D., 401 Colonial 
Court, Little Rock 


California: President, Frederic Ewens, M.D., 3514 
Highland Ave., Manhattan Beach; Secretary, Francis 
T. Hodges, M.D., 516 Sutter St., San Francisco 


Colorado: President, John H. Amesse, M.D., 624 
Metropolitan Bldg., Denver 2; Secretary, Robert M. 
Maul, M.D., 2704 W. Thirty-Second Ave., Denver 11 


Connecticut: President, Michael W. Palmieri, M.D., 
551 Howard Ave., New Haven 11; Secretary, Peter 
J. Scafarello, M.D., 410 Asylum St., Hartford 


D. C.: President, I. Phillips Frohman, M.D., 2924 Nichols 
Ave., S.E., Washington; Secretary, Sherman A. 
Thomas, M.D., 4301 48th St., N.W., Washington 


Florida: President, Walter E. Murphree, M.D., 134 
North Pleasant St., Gainesville; Secretary, John A. 
Wilhelm, M.D., 241 West Ashley St., Jacksonville 


Georgia: President, J. B. Kay, M.D., Byron; Secretary, 
Albert R. Bush, M.D., Hawkinsville 


Idaho: President, Murland F. Rigby, M.D., 20 College, 
Rexburg; Secretary, Milton T. Rees, M.D., 148 
North Corner Ave., Idaho Falls 


Wlinois: President, Roger T. Farley, M.D., 1305 East 
Sixty-Third St., Chicago; Secretary, Ralph C. Aiken, 
M.D., 12710 Maple Ave., Blue Island 

Indiana: President, Lester D. Bibler, M.D., 445 North 


Pennsylvania St., Indianapolis; Secretary, Norman R. 
Booher, M.D., 447 East Maple Road, Indianapolis 


lowa: Secretary, C. V. Hamilton, M.D., 145 East 
Fourth, Garner 


Kansas: President, L. B. Gloyne, M.D., 338 Brother- 
hood Bldg., Kansas City; Secretary, Albert C. Harms, 
M.D., 905 North Seventh St., Kansas City 
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SECRETARIES OF 


STATE 


CHAPTERS 


Kentucky: President, Thomas V. Gudex, M.D., 2006 
Grinstead Drive, Louisville; Secretary, D. G. Miller, 
Jr., M.D., Morgantown 


Lovisiana: President, D. B. Barber, M.D., 630 Wash- 
ington, Alexandria; Secretary, Janie M. Topp, M.D., 
1434 Grieffers St., Lake Charles 


Maryland: President, Hubert L. Porterfield, M.D., 136 
West Washington, Hagerstown; Secretary, E. Irving 
Baumgartner, M.D., 25 Alder St., Oakland 


Massachusetts: President, John R. Fowler, M.D., 125 
Main St., Spencer; Secretary, James G. Simmons, 
M.D., 30 Myrtle Ave., Fitchburg 


Michigan: President, Leslie Henderson, M.D., 13038 
East Jefferson Ave., Detroit 15; Secretary, Harold 
F. Raynor, M.D., 39 Colorado, Detroit 3 


Minnesota: President, Reuben F. Erickson, M.D., 816 
LaSalle Bldg., Minneapolis; Secretary, E. J. Schmitz, 
M.D., Holdingford 


Mississippi: President, Seiberth S. Kety, M.D., Pica- 
yune; Secretary, S. K. Johnson; M.D., Pelahatchee 


Missouri: President, William J. Shaw, M.D., Lee Hos- 
pital, Fayette; Secretary, Walter W. Tillman, Jr., 
M.D., 2222 E. Commercial St., Springfield 


Montana: Pre ‘ew’ Farrand, M.D., Jordan; 
Secretary, J. A. Mueller, M.D., 407 Montana Bldg., 
Lewistown 


Nebraska: President, Harry W. Benson, M.D., 104 
West Third, Oakland; Secretary, W. E. Hungerford, 
M.D., 1904 Spencer St., Omaha 


Nevada: President, C. David Lambird, M.D., 201 15th 
St., Sparks; Secretary, Wm. E. Pasutti, M.D., 1093 
S. Virginia, Reno 

New Hampshire: President, Sylvan G. Brown, M.D., 
106 Pleasant, Concord; Secretary, William F. Put- 
nam, M.D., Lyme 

New Jersey: President, Aaron H. Horland, M.D., 37 
Chancellor Ave., Newark; Secretary, Edwin Rosner, 
M.D., 814 Haddon Ave., Collingswood 

New Mexico: President, Sidney Auerbach, M.D., Don 


Miguel Bldg., Annex, Santa Fe; Secretary, Ralph B. 
Coombs, M.D., Coronado Bldg.. Santa Fe 
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New York: President, William A. Buecheler, M.D., 
1512 Grant Blvd., Syracuse; Secretary, Samuel A. 
Garlan, M.D., 101 Central Park West, New York 
City 

North Carolina: President, W. A. Sams, M.D., P. O. 
Box BB, Marshall; Secretary, Roscoe D. McMillan, 
Red Springs 

Ohio: President, Emery G. Kyle, M.D., 1571 Canal 
St., Newton Falls; Secretary, Earl D. McCallister, 
M.D., 1113 Bryden Road, Columbus 5 


Oklahoma: President, James S. Petty, M.D., 123 
North Broad St., Guthrie; Secretary, Allen G. Gibbs, 
M.D., 521 N. W. Eleventh St., Oklahoma City 


Oregon: President, Herbert D. Lewis, M.D., Medical 
Bldg., Hood River 


Pennsylvania: President, Arthur S. Haines, M.D., 7 
Alfred St., Mt. Lebanon 16; Secretary, Jacob S. 
Sherson, M.D., 131 Channing Ave., Malvern 


Rhode Island: President, Charles E. Millard, M.D., 
673 Main St., Warren; Secretary, Marden G. Platt, 
M.D., 319 Willett Ave., Riverside 


South Carolina: President, Henry F. Hall, M.D., 1319 
Laurel St., Columbia; Secretary, Hervey W. Mead, 
M.D., 2818 Devine St., Columbia 


Tennessee: President, D. J. Johns, M.D., 313 Bennie 
Dillon Bldg., Nashville; Secretary, L. C. Jackson, 
M.D., 217 North Main, Dickson 


Texas: President, H. T. Jackson, M.D., 602 West 
Tenth St., Fort Worth; Secretary, W. P. Higgins, 
Jr., 516 Medical Arts Bldg., Fort Worth 


Utah: President, Jessie J. Weight, M.D., 81 East Cen- 
ter, Provo; Secretary, Earl F. Wight, M.D., Judge 
Bldg., Salt Lake City 


Virginia: President, J. D. Hagood, M.D., Little Re- 
treat Hospital, Clover; Secretary, E. E. Haddock, 
M.D., 1133 W. Franklin St., Richmond 


Washington: President, Frederick R. Judy, M.D., 408 
Old National Bank Bldg., Spokane 8; Secretary, 
Raymond M. Schulte, M.D., 407 Riverside Ave., 
Spokane 


West Virginia: President, James L. Patterson, M.D., 
Logan; Secretary, Carl B. Hall, M.D., 1601 West 
Washington, Charleston 


Wisconsin: President, G. E. Forkin, M.D., Menasha; 
Secretary, W. B. Hildebrand, M.D., 21614 Main 
St., Menasha 


Wyoming; President, B. J. Sullivan, M.D., 318 South 
Second St., Laramie; Secretary, John R. Bunch. 
M.D., 209 Ivinson Ave., Laramie 
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LETTERS FROM READERS 
(Continued from page 17) 


We Question Public Law 346 


Paul B. Magnuson, M.D. 
Chief Medical Director 
Veterans Administration 


Washington, D. C. 


Dear Doctor Magnuson: 
Some of the members have called my attention to a 


BROADEN | 
the scope 
of your 


practice! 


WITH THE 


recent ruling of the Veterans Administration’s central L-F 4 
office excluding trainees in general practice residencies 0 FFI C E Lr 2 
from benefits under Public Law No. 346. According : 
to my information the basis for this ruling is that 2 : 
under a general residency the trainee is not pursuing a Cu Bs 
training program toward a specific objective. 

Since physicians in general practice residencies are A compact olectre- = 
training to be general practitioners or family physicians, sergical alt de- = 
for which there appears to be a great need, it does signed ond priced 
not seem logical to exclude them from receiving bene- for office eset A 
fits for such training. Furthermore, residency training Save 
in general practice is credited toward eligibility for Tional desirable beasties eo 
membership in the American Academy of General prem’ 
Practice, a professional association devoted to elevating 
the standards of the practice of medicine. Complete oflice electrosur- * 

General practice residencies are approved by the 
Council on Medical Education and Hospitals of the : 
American Medical Association in the same manner and 4 
to the same degree as residencies in specialties. a 


As you know, the Academy meets in Saint Louis, 
February 20-23, for its Annual Assembly. I hope you 
will clarify the Veterans Administration’s position since 
the subject will come up for discussion at the meeting. 
Mac F, 
Executive Secretary 


American Academy of 
General Practice, K. C., Mo. 


Question Answered 


MODEL 
Further reference is made to your letter of Janua - ‘ 
— DIATHERMY 


31, 1950, to Dr. Paul B. Magnuson, Chief Medical 
Director of the Veterans Administration, in regard to 
general residencies. As stated in Dr. Magnuson’s ac- 
knowledgment of February 7, 1950, your letter has 
been referred to this office for necessary attention. Your 
communication states you have received information 
that Central Office of this Administration has made a 


BROADEN 
the scope 
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practice! Jip! 
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Kmerica’s Leading 
Short-wave Dia- 
thermy Unit! 
Unrestricted choice of 
applicators! Complete 


treatment flexibility. 
Single-tube design. Max- 


= 


ruling which precludes veterans serving general resi- imum economy, safety, | 
dencies from receiving benefits under Public Law 346, ‘Gi. 
78th Congress. FREE 


This office has made no recent ruling of any kind 
in connection with awarding benefits provided by Pub- 
lic Law 346 to physician veterans in residency pro- 
grams. We are therefore not entirely clear as to the 
nature of the problem. If you will furnish us the 
names of hospitals in which veterans have been denied 
benefits, we will take the matter up with the field office 
or offices concerned. 


A. L. Comsgs, Director NAME. 
Education and Training Service for ADDRESS. 
Vocational Rehabilitation and Education City - STATE 


F. C. C. Approval 
No. 


Ke; 


OR 
end F 
LITERATURE 


att 
To: LIEBEL-FLARSHEIM CO. 
Cincinnati 2, Ohio Et 
Gentlemen: Without obligation, send me: » 
O Brochure, “Blueprint for Better Diathermy Treatment” 
0 Brochure, “‘A Bovie Unit for Your Office’, plus information 
about an 80-page textbook on office el 
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Only one or two tablets daily—plus an occasional injection—are 
needed to maintain the cardiac patient at “dry weight” employing 
Tablets MERCUHYDRIN® with Ascorbic Acid. Some patients—freed 
of accumulated fluid with parenteral meralluride sodium—may 
be kept edema-free on tablets alone. 


Tablets MERCUHYDRIN with Ascorbic Acid permit daily fluid con- 
trol with a minimum of injections facilitating the frequent-dosage 
schedule of modern diuretic therapy. 


ideal for ambulant patients and those who cannot be given 
frequent injections. 


well tolerated when prescribed in the recommended dosage. 
effective in producing mild, sustained diuretic action. 


hers 


convenient—the oral is the safest and most convenient route. 


Keep your cardiac patients edema-free with . . . 


WITH ASCORBIC ACID 


dosage: One to two tablets daily—morning or evening—preferably after 
meals. 


available: Bottles of 100. Each tablet contains meralluride 60 mg. and. 
ascorbic acid 100 mg. 


, INC., MILWAUKEE 1, WISCONSIN 
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